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XTIRPATION of the uterus by way of the 
vagina instead of the more frequently used 
abdominal approach appeals to me as the oper- 
ation of choice in certain pelvic conditions. This 
conclusion is based on the unbiased considera- 
tion of fifty vaginal hysterectomies compared 
with fifty hysterectomies through an abdomi- 
nal incision operated by me under similar con- 
ditions, in the same hospitals, and during the 
same period. 

Although abdominal hysterectomy has been 
my routine for a number of years, my first fifty 
vaginal hysterectomies have been so favorable 
in comparison that I have selected these in pref- 
erence to a later series which promise even more 
favorable results. There seems to be no lack 
of enthusiasm by the comparatively few sur- 
geons doing this operation, but they comprise 
a pronounced minority. It is evident that the 
average surgeon selects the operation to which 
he has been accustomed, and finds it more con- 
venient to follow a regular routine. 

The purpose of this study has been: 

(1) To properly classify definite indication for 
a choice of procedure. 

(2) In order to evaluate the operation in com- 
parison with supravaginal hysterectomy. 


To select the abdominal route when the in- 
dications are more favorable for a vaginal op- 
eration seems illogical. However, most cases 
ean be operated optionally. The choice must 
be individual, depending upon aptitude, facil- 
ities at hand, and experience. 

The specific indications for vaginal hyster- 
ectomy : 

(A) Elderly patients who are classed as poor 
risks because the operation is less haz- 
ardous. 

(B) Cases presenting prolapse or procidentia 
especially when associated with cysto- 
cele because the operation is facilitated 
and the support can be better recon- 
structed from below. 

(C) Malignancies of the cervix, to avoid drag- 
ging an infected tissue through the per- 
itoneal cavity. 


*Read at the Annual Meeting of the New England Surgical 
Society at Burlington, Vermont, September 29, 1934. 
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(D) Obese patients with weakened abdominal 
walls, to obviate the danger of post- 
operative hernia as well as wound in- 
fection. 

(E) Cases of subacute pelvic inflammation 
complicating any condition necessitat- 
ing a hysterectomy by reason of better 
drainage and a minimum of visceral 
ma tipulation. This reason is evident. 


Specifi' contraindications for vaginal hys- 
terectomy : 

(A) A small firmly fixed uterus, high in the 
pelvis, associated with a small introitus 
and vagina. 

(B) Cases where abdominal exploration is ad- 
visable. 

(C) Where other abdominal surgery is re- 

' quired especially ventral hernia. 


Contrary to general opinion, a moderate to 
a large-sized myofibroma is scarcely a contra- 
indication. <A fibroma reaching to the level of 
the umbilicus is easily removed by morcellation 
to reduce the size of the tumor and readily ef- 
fect a delivery through the vagina.’ Cystic ova- 
ries and hydrosalpinx as a rule offer no diffi- 
culty in their removal. Visualization of the ap- 
pendix and its removal are usually not difficult 
with the patient in the Trendelenburg position. 
A previous ventral fixation is not usually a con- 
traindication. The pedicle is not vascular and 
can be severed by feel if not actually visualized. 
Five of the patients operated vaginally had had 
a previous ventral fixation from three to twenty- 
two years’ standing. Each of these patients 
had a cervix which protruded from the vagina 
due partly to elongation and partly to weaken- 
ing of the paracervical support. 

Should one meet unforeseen complications 
while doing a vaginal hysterectomy, there 
would be no contraindication in adding an ab- 
dominal incision though I have not encountered 
the necessity of such. On the other hand, to 
add a vaginal operation to an already oper- 
ated abdomen would be fraught with danger of 
pulling loose a ligature in a field not practically 
visualized from below. In many cases where a 
complete abdominal hysterectomy is advisable, 
the cervical portion is operated advantageously 
vaginally. Although a comparison of fifty cases 


88 


NEW ENGLAND SURGICAL SOCIETY—EASTMAN 


N. E. J. OF M.. 
JAN. 17, 1935 


of each seareely carries convincing conclusion, 
yet it is at least suggestive in its purport. 


Of the vaginally operated patients, eleven 
were over sixty years of age, the youngest be- 
ing twenty-six and the oldest seventy, the aver- 
age being forty-one as compared with one pa- 
tient over sixty, the youngest twenty-four, the 
average forty and one-tenth years in the supra- 
vaginally operated patients. 

Of special interest is the morbidity noted. 
The vaginal group presented a lower average 
temperature especially in the range between 
one hundred and one hundred and one. It was 
noted that thirty-four patients ran a tempera- 
ture between these points for less than two days 
where forty-five patients of the supravaginally 
operated patients averaged a similar tempera- 
ture for five and seven-tenths days. This, I 
believe, can be accounted for by the fact that 
the vaginally operated patients were drained 
from below lessening the absorption of serum. 
The vaginally operated patients were decidedly 
less uncomfortable. Complications were less 
frequently noted. Thres cases of postoperative 
cystitis, one case of pelvic peritonitis, one case 
of postoperative pneumonia, and one case of 
cardiac collapse occurred. The last two patients 
died establishing a four per cent mortality. 
The complications occurring in the suvravagi- 
nally operated group consisted of one case of 
phlegmasia alba dolens, two cases of fat necro- 
sis, three cases of postoperative cystitis, one case 
of cardiac collapse, and dynamic ileus devel- 
oped with failing compensation of the heart in 
one case. The last two patients died establish- 
ing a four per cent mortality. Owing to the 
fact that the cases considered poor surgical 
risks were operated by the vaginal route and 
it is probable that both patients dying in the 
vaginal group would have doubtless lost their 
lives by an abdominal operation, a much larger 
series of cases would be required to establish 
a significant mortality rate. Hospitalization 
averaged seventeen and one-tenth days where 
the supravaginally operated cases averaged nine- 
teen days. This is quite significant because of 
the larger number of elderly women who were 
operated vaginally. Many of the patients were 
discharged on the fourteenth day postoperative, 
and most of them felt well enough so that they 
wished to be discharged at that time provid- 
_ing they were permitted to be out of bed as 
early as the ninth day. 

Of the vaginally operated patients the indi- 
cations were procidentia in twenty-one cases, 
cystocele in twenty-five cases, rectocele in twen- 
ty-three cases, lacerated infected cervix in 
twenty cases, fibroma of the uterus in twenty 
cases, metrorrhagia in seven cases, malignancy 
in three cases, uterine polyp in six cases, for 
sterilization in two cases. Such complications 
as hydrosalpinx, cystic ovaries, adhesions, and 
enteroliths in the appendix occurred and were 


operated with the vaginal hysterectomy. The 
indications found in the supravaginally oper- 
ated group were similar except that large fibro- 
mas and complications such as large ovarian 
cysts occurred more frequently, and especially 
was this means of approach utilized where lit- 
tle or no vaginal operating was required. 


The technic employed in this operation varied 
little in minor details from the classical oper- 
ation. Special pains were taken to disinfect 
the field of operation by painting with iodine 
followed by an alcohol sponge. All infected 
cervices were cauterized ; the cervical canal was 
closed where infection or malignancy was in 
evidence; an incision was made across the top 
and bottom of the cervix at a point where the 
smooth cervical mucosa stands out in contrast to 
the transverse fold of the vaginal surface. A 
suture of chromic No. 2 catches the lateral vagi- 
nal mucosa before the cervix is completely cir- 
eumscribed. This not only catches vessels that 
would bleed but serves as an anchor stitch to 
unite the paracervical support. After the re- 
moval of the uterus with the patient in Tren- 
delenburg position, inspection of the pelvie cav- 
ity is made practical and further operating 
may be done as indicated. The anterior and 
posterior layers of peritoneum are closed with 
interrupted sutures around a flat rubber drain 
which is to be removed on the third postopera- 
tive day. The round and broad ligaments are 
sutured to the paracervical support. These are 
tied to the anchor suture at the lateral vaginal 
incision and tied again to its fellow on the 
opposite side. Vaginal mucosa is sutured around 
the drain with interrupted chromic sutures and 
a strip of sterile gauze wrung out in alcohol is 
united to the distal end of the rubber drain, 
one end protruding between the labia to facil- 
itate removal on the third day. Gauze was 
used earlier to drain the peritoneal cavity, but 
proved unsatisfactory because undue pain was 
caused the patient by its removal. 


Sterile douches are given after the fifth day 
if required. Catheterization is usually re- 
quired unless a retention catheter is used. This 
is not a routine, but is serviceable where con- 
siderable bladder manipulation has been neces- 
sary. 

CONCLUSIONS 


. Vaginal hysterectomy is less hazardous than 
supravaginal. 
. Shortened morbidity results. 


. Markedly less discomforture during the 
period of convalescence is usual. 

. There is less likelihood of postoperative ad- 
hesions. 

. Eliminates the danger of postoperative her- 
nia and abdominal wound infection. 

. Utilization of transcervical support is facil- 
itated. 
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7. A complete hysterectomy is assured by the 
vaginal operation too frequently neglected 
in the supravaginal operation. 


DISCUSSION 


Dr. CHARLES Lewis LARKIN, Waterbury, Conn.: 
In these days of rapid-fire changes in one’s be- 
liefs, one becomes more or less accustomed to per- 
forming mental gymnastics in vain attempts to 
keep up with the times, but there are certain be- 
liefs that are backed by such undisputed facts and 
by years of experience, that they become fixed as 
axioms. ‘The question of the merits of abdominal 
hysterectomy versus vaginal hysterectomy has been, 
and still is, a settled belief, so far as I am con- 
cerned. 

My instruction as a medical student and my fif- 
teen years of active gynecological practice have 
more firmly strengthened my belief that abdominal 
hysterectomy is by far the more preferable proce- 
dure in the vast majority of cases. I do believe that 
there is a limited field for the use of the vaginal 
route. In this field, or group, I would include the 
very obese woman who has a large introitus and 
has uterine pathology limited to the size of a two 
months’ pregnancy, and not complicated by any 
pathology in the adnexa. I would also include in 
this group patients with procidentia complicated by 
cystocele, when it is found that the uterus is too 
large to transpose between the bladder and the 
vaginal mucosa. But of late, I have not found it 
necessary to perform a hysterectomy even on these 
cases of procidentia with a large uterus, because I 
now make it a practice to insert radium into the 
uterine cavity and then wait six to eight weeks for 
involution of the uterus to occur before perform- 
ing the interposition operation, the uterus being 
utilized as a support. 


Dr. William P. Graves, our late lamented mem- 
ber, had been primarily instrumental in shaping 
my beliefs on this question. He taught and wrote 
that “compared with a properly executed abdom- 
inal hysterectomy the removal of the uterus by 
way of the vagina, had no advantages and that 
vaginal hysterectomy could not be done more rap- 
idly and there was no less shock or loss of blood.” 
In his standard work on gynecology, in his fourth 
edition, Doctor Graves, after years of vast experi- 
ence and conscientious work, made the above 
statement and then dismissed the subject with a 
brief description of his operation of choice. He 
did not even catalogue the advantages of the ab- 
dominal route, but assumed apparently that the ad- 
vantages are self-evident. 


Doctor Eastman has made the statement that 
elderly patients who are classed as poor risks 
should have vaginal hysterectomy performed, rath- 
er than hysterectomy by the abdominal route. But 
he offers no proof to substantiate this statement. 
He has had two deaths in his series of fifty vaginal 
hysterectomies, a mortality of four per cent, but he 
does not mention the age of these patients. Dur- 
ing the past fifteen years I have performed two hun- 
dred and forty-five abdominal hysterectomies on 
women of various sizes and shapes, on young and 
old, and on women suffering various degrees of 
decrepitude. In this series of consecutive cases, two 
deaths have occurred, one from acute respiratory 
collapse, and the other from general peritonitis. 
Their ages were thirty-nine and fifty-two years, re- 
spectively. They weve of medium height and me- 
dium weight. This mortality rate of less than one 
per cent is about the usual rate that occurs in the 
hands of competent surgeons, performing well-ex- 
ecuted abdominal hysterectomies. This mortality 
rate is more favorable than that reported by Doc- 


tor Eastman for his series of vaginal hysterectomy, 
and it is all the more favorable when one consid- 
ers that even the most enthusiastic advocate of 
vaginal hysterectomy, namely, W. W. Babcock of 
Philadelphia, does not deem it wise to perform 
vaginal hysterectomies on the most serious cases 
of pelvic pathology which include about 20 per cent 
of all hysterectomies. Doctor Eastman has said that 
malignancies of the cervix should be handled by 
vaginal hysterectomy. 

Doctor Eastman also has cited his morbidity 
rates and points out that the morbidity is slightly 
more favorable in his series of vaginal hysterectomy. 
This may be true, but it is of little importance. The 
main question except for that of immediate mortality 
is whether these patients will enjoy good health 
following their operation. To answer this question, 
one might well ask which operation causes the most 
serious postoperative complications that will inter- 
fere with future health. : 

To answer this question I will recite but one 
complication: Dr. G. Gelhorn, writing in the Oc- 
tober, 1930 number of Surgery, Gynecology and Ob- 
stetrics mentioned that two vesical vaginal fistulas 
occurred following eighty-two cases of vaginal hys- 
terectomy. These two cases happened in the series 
of a man who is a staunch vaginal hysterectomist, 
and if two cases happen in a series such as this, 
goodness knows how many cases will occur if the 
general run of surgeons take up this road of ap- 
proach. To my way of thinking, one case alone 
with this complication is enough to condemn the 
operation. Dr. W. W. Babcock in the February, 
1930 number of Surgery, Gynecology and Obstetrics, 
is very enthusiastic about vaginal hysterectomy and 
its possibilities. He is a clever surgeon, but has, 
nevertheless, performed but eighty per cent of his 
pelvic operations through the vaginal route. He, ap- 
parently, is able to remove by this route any pelvic 
pathology ranging from a ruptured ectopic gesta- 
tion to a fibroid the size of a seven months’ preg- 
nancy. But he does stress the point that one must 
accustom oneself to an operating field which at 
times is no larger than the size of a fifty-cent piece. 
I can imagine the complications that would occur 
if the average surgeon attempted to operate through 
such a restricted field. Doctor Babcock and Doctor 
Eastman stress the fact that morcellation of the 
uterus and other structures is often necessary, in 
order to remove the pelvic pathology through the 
small vaginal opening. This procedure also would 
condemn the operation, for one never knows when 
the supposedly benign fibroid has already -under- 
gone malignant changes, or when a supposedly be- 
nign cyst is harboring within itself a most malig- 
nant, cancerous process. To morcellate such struc- 
tures, while still within the pelvic cavity, is, to 
say the least, certainly not good surgery. 

In conclusion, I wish to cite a few of the appar- 
ent advantages of abdominal hysterectomy over 
the vaginal hysterectomy: First, it is a procedure 
that is standardized and is more readily executed 
by the average surgeon. Secondly, it is a proce- 
dure that gives a very low mortality rate. Thirdly, 
the abdominal incision can be made large enough 
so that the whole field of pelvic pathology can be 
visualized. Fourthly, very few serious complica- 
tions follow this procedure. Fifthly, it allows an 
operator to change his mind when a mistake in diag- 
nosis has been made and he finds that a simple, con- 
servative procedure, and not a radical one, is nec- 
essary for the cure of the patient. Sixthly, it al- 
lows the easy removal of the pathological adnexa 
and the diseased appendix. 

Evidently Doctor Eastman also believes that va- 
ginal hysterectomy should be performed in a much 
larger percentage of cases that need hysterectomies. 
His indications for vaginal hysterectomy are as fol- 
lows: 


| 
| 

| | 
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(A) Elderly persons who are classed as poor risks 
because the operation is less hazardous. Per- 
sonally I have found that elderly patients 
who need hysterectomies stand the operation 
very well. The only two deaths I have had 
were aged thirty-nine and fifty-two. 


(B) Procidentia cases, especially those associated 
with cystocele because Doctor Eastman be- 
lieves that they can be reconstructed bet- 
ter from below. I believe that these cases 
can be reconstructed better by leaving in the 
uterus and doing the more simple inter- 
position operation. 


Doctor Eastman has listed malignancies of the 
cervix an indication. [Certainly if malig- 
nancies of the cervix are to be operated 


(C) 


upon it would be much better to remove the 
uterus by way of the vagina but the con- 
sensus seems to be that the malignancies of 
the cervix are much better handled by deep 
x-ray therapy and radium implantation.] 

(D) Obese patients because there is no danger of 
postoperative abdominal hernia. I believe 
there is a definite field for vaginal hyster- 
ectomy in obese patients. : 

(E) Cases of subacute pelvic inflammation. This 
last indication does sound reasonable but 
most of these cases of subacute pelvic in- 
flammation are in reality chronic inflamma- 
tions following some previous acute attacks. 
Usually there are complicating pelvic adhe- 
sions present, the tubes and ovaries being 
plastered down in the posterior cul-de-sac. 


GYNECOLOGICAL PROBLEMS OF INTEREST TO THE 
SURGEON IN GENERAL PRACTICE* 


BY ARTHUR H. 


HE following paper considers certain sub- 

jects which it is hoped may prove of inter- 
est to those who, although primarily engaged 
in general surgery, are called upon occasional- 
ly to deal with problems affecting the repro- 
ductive tract in women. It is proposed first to 
review the theories recently advanced with re- 
spect to the etiology of myomata and of endo- 
metrial hyperplasia; secondly to touch upon the 
treatment of myomata as complications of preg- 
nancy, and the treatment of bleeding associated 
with endometrial hyperplasia; and finally to 
consider the symptoms and diagnosis of the rup- 
ture of ovarian follicular cysts associated with 
the effusion of small quantities of blood into the 
peritoneal cavity. 

Anatomical and histological studies have so 
far left us in the dark with respect to the etiology 
of myomata of the uterus. However since these 
neoplasms are in some instances chronologically 
related to the period of the reproductive process, 
the question arises as to the possible significance 
of the ovarian hormones in the etiology of these 
tumors. It is conceivable that a comparative 
study of the ovaries and of the hyperplastic en- 
dometrium associated with bleeding myomata 
might cast some light upon this problem. With- 
erspoon had this thought in mind in two recent 
contributions upon this subject. 

Basing his argument upon the results of work 
already published, and upon his own clinical 
and experimental observations, Witherspoon con- 
cludes that hyperplasia of the endometrium is 
the result of the unopposed and continued ac- 
tion of estrin, in the absence of the influence 
of the corpus luteum. Again, because the uterus 
as a whole is involved in the reproductive proc- 
ess, it seems logical to deduce that the action 
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of estrin is not limited solely to the endometrium, 
but that the myometrium is also involved, espe- 
cially if there be pathological stimulation to the 
myometrial tissue at the same time that the 
endometrium is abnormally stimulated to hy- 
perplastic formation. However, since the in- 
crease in size of myomata is generally a gradual 
process, it would seem logical to assume that if 
these growths are the result of the unopposed 
stimulation of the myometrium by estrin, that 
their appearance would be slower than the hy- 
perplastic endometrial changes. 


In a more recent paper Witherspoon suggests 
that myomata occur with greater frequency in 
the Negress because chronic pelvic infection re- 
sulting in ovarian damage, dysfunction, and an 
abnormal ovarian secretion, is more common 
in the colored than in the white woman. In 
the absence of pelvic infection and its associ- 
ated pathological changes, ovarian follicle cyst 
formation is perhaps the result of a greater 
glandular disturbance involving the entire or- 
ganism. 

Edward Allen has recently advanced a simi- 
lar view with respect to the origin of fibro- 
myomata and of endometriosis both of which 
he regards as a manifestation of cellular hyper- 
plasia caused by glandular dysfunction. In ad- 
dition he suggests that the gap between benign 
and malignant tumors of the pelvic organs may 
be only a qualitative or quantitative measure 
of hormonal action. 

I hasten to state that the postulate regarding 
the etiology of myomata is as yet unsupported 
by experimental proof. On the other hand the 
view with respect to the part played by the un- 
opposed action of estrin in the causation of endo- 
metrial hyperplasia is favored by certain clinical 
and experimental evidence. For example, Fluh- 
mann has demonstrated an excessive produc- 
tion of estrin during the course of endometrial 
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hyperplasia, and has suggested the name of ‘‘hy- 
perestrinism’’ to describe the condition. Again 
Burch, Williams and Cunningham injected into 
spayed mice and rats follicular fluid withdrawn 
from cystic ovaries devoid of corpora lutea, 
which had been excised from two individuals 
presenting hyperplasia of the endometrium. The 
changes previously found in the endometrium 
of each patient were similar in many respects 
to the changes produced in the uterus of the 
experimental animals receiving the fluid from 
these patients. 

In a second series of experiments Burch, 
Wolfe and Cunningham injected spayed rats 
and guinea pigs with varying amounts of estrin 
for an average period of three weeks, the daily 
average injection consisting of 25 rat units. A 
large percentage of the experimental animals 
showed characteristic cellular reactions of the 
endometrium as well as a Swiss cheese dilata- 
tion of the glands, similar to those of human 
hyperplasia of the endometrium. A further se- 
ries of experiments was reported in which hy- 
perplasia was brought about as a result of con- 
tinued estrus produced by partial castration. 


Definite experimental evidence that the un- 
opposed and prolonged activity of estrin can 
produce an endometrial hyperplasia sufficiently 
pronounced to justify the designation ‘‘Swiss 
cheese’’ hyperplasia, is up to the present avail- 
able only for the guinea pig. During the past 


year, however, Solly Zuckerman, working in our 
laboratory, has by the injection of estrin into a 
previously ovariectomized chimpanzee produced 
a degree of hyperplasia and glandular dilatation 
far greater than has previously been described as 
following the injection of estrin into monkeys. 
The experimental findings of the investigators 
mentioned, coupled with the fact that corpora 
lutea are absent from the ovaries of many women 
in whom menorrhagia is associated with a gland- 
ular hyperplasia of the endometrium, support 
the hypothesis that the unopposed action of 
estrin plays an important réle in the produc- 
tion of this lesion in the human being. 
Turning now to the clinical significance of the 
lesions in question, myomata as complications of 
pregnancy occasionally offer problems of differ- 
ential diagnosis and of surgical treatment. Per- 
haps the most frequent error is to mistake a 
uterus enlarged to the size of a normal three 
or four months’ pregnancy for a soft sym- 
metrical intramural neoplasm. This is particu- 
larly likely to be true if a cervical adenoma or 
polyp is present in the cervical canal. Under 
such circumstances as a result of the physi- 
ologically increased vascularization of the pel- 
vie organs incident to pregnancy, such a polyp 
may bleed freely and this symptom may lead to 
an error in diagnosis. Thus, if the history of 
pregnancy is not clear, and if there has been 
continued uterine bleeding, the softened en- 


larged uterus may be interpreted as a degenerat- 
ing uterine neoplasm and the polyp, the real 
cause of the bleeding be discovered only fol- 
lowing the excision of a normally pregnant 
uterus. Such an error would, of course, be ob- 
viated had the cervix been carefully examined 
with a speculum. An additional check on the 
diagnosis is also afforded by resorting to a bio- 
logical test of pregnancy such as that devised by 
Zondek or by Friedman. 


The significance of myomata in association 
with pregnancy depends upon the situation and 
size of the neoplasm. Thus subserous tumors 
with only short pedicles, and situated in the 
fundal portion of the uterus, rarely give rise 
to difficulty during pregnancy and labor, and — 
generally need no surgical attention. On the 
other hand, intramural growths located in the 
lower uterine segment, or in the cervix, may 
so obstruct the descent of the fetal head as to 
necessitate delivery by the abdominal route fol- 
lowed by hysterectomy. Again a submucous 
growth, which during pregnancy and labor has 
produced no symptoms, may as a result of 
uterine contractions following delivery, be forced 
from its muscular bed and present at the ex- 
ternal os as a bleeding polypoid mass which 
demands surgical removal. During the puer- 
perium also, myomata may undergo degenera- 
tive or gangrenous changes which, if not con- 
trolled by surgery, threaten the life of the pa- 
tient. 

Faced by such symptoms as extreme disten- 
tion, serious hemorrhage, or evidences of impac- 
tion before the fetus has attained viability, a 
laparotomy is indicated; the subsequent proce- 
dure then depending upon conditions which are 
found and upon the judgment of the operator. 
If multiple myomata are present, a supravaginal 
hysterectomy is indicated without reference to 
the duration of pregnancy. On the other hand 
myomata, which early in pregnancy are situated 
in the vicinity of the pelvic inlet, may rise with 
the enlarging uterus to such a point that there 
is no indication for surgical interference to re- 
lieve dystocia. 

With respect to the control of uterine bleed- 
ing associated with endometrial hyperplasia the 
therapeutic value of biological products now 
available is still undetermined. I am not un- 
mindful that competent observers have reported 
favorable results from the use of anterior 
pituitary-like extracts prepared from the urine 
of pregnant women. On the other hand the 
hope of stimulating luteinization of the ovaries 
by the administration of these substances and 
thus counteracting the effect of estrin remains 
unfulfilled. Thus Geist studying the ovaries of 
women to whom an anterior pituitary-like sub- 
stance had been previously administered, failed 
to find evidences of luteinization but rather an 
arrest of follicular development. Carl Johnson 
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employing an extract of this character in our 
laboratory, reached similar conclusions in his 
experimental study in monkeys. It is our feel- 
ing, therefore, particularly since the effect of 
the prolonged administration of such extracts 
is unknown, that bleeding associated with endo- 
metrial hyperplasia is most satisfactorily treated 
by repeated curettage, the judicious adminis- 
tration of radium or, in the more extreme in- 
stances, by hysterectomy. 


Having considered certain theoretical and 
practical aspects of myomata and endometrial 
hyperplasia, I turn now to the interpretation of 
symptoms arising from the rupture of an ovarian 
follicle associated with the discharge of follicu- 
lar fluid and the effusion of a small quantity of 
blood into the peritoneal cavity. Pratt, who for 
a number of years has been interested in the ex- 
perimental and clinical physiology of the ovary, 
has recently studied a series of patients with 
this lesion. The symptoms and signs which he 
reports are quite in accord with those observed 
in a patient recently seen in consultation: 


The woman, unmarried and twenty-seven years 
of age, was suddenly seized with violent pain in 
the lower abdomen, nausea and severe vomiting. 
Two hours later upon admission to the hospital, 
the pain had almost entirely subsided and there 
was neither nausea nor vomiting. The temperature 
was but slightly above normal, the white blood 
count 22,000 and the red blood count slightly over 
four million. Urinary examination was negative. 
Physical examination at this time was likewise neg- 
ative excepting very slight sensitiveness low in the 
left quadrant. Upon the morning following admis- 
sion the temperature was normal and the white 
count had fallen to 10,500. The patient felt entirely 
well and there was neither pain nor sensitiveness 
upon abdominal palpation. It was noted that this 
attack had occurred in the middle of the inter- 
menstrual interval. 

Exactly twenty-eight days later there was a re- 
currence of sharp generalized abdominal pain as- 
sociated with nausea and vomiting. The patient 
was readmitted to the hospital where the tempera- 
ture was found to be normal and the pulse only 
slightly elevated. Respirations were shallow and 
thoracic in type. The thighs were flexed and the 
abdominal wall was rigid. Palpation revealed ten- 
derness in both lower quadrants slightly more 
marked upon the left. Examination of the urine 
was again negative. The red count was again 
above four million. The white count was 20,000. 
When seen three hours after the onset of this sec- 
ond attack, the patient was more comfortable. 
There was no abdominal distention but some mus- 
cular rigidity was noted. No abdominal mass was 
demonstrable. Rectal examination revealed the 
uterus in anterior position and upon lifting the cer- 
vix forward the patient complained of pain. There 
were no palpable adnexal masses. 

The temperature, which upon admission was nor- 
mal, rose later to 101° but fell within eight hours 
to normal. 

The day following the onset of the attack the 
white count was within normal limits, symptoms 
and signs of abdominal pathology were absent and 
the patient was discharged. Since these episodes 
she has been leading an active life and has been 
perfectly well. The character of the attack in this 
patient, the rapid subsidence of symptoms, and 


the fact that the onset of pain occurred midway in 
the intermenstrual interval, justify the diagnosis of 
a rupture of a Graafian follicle with slight bleeding 
into the peritoneal cavity. 


Tubal pregnancy terminating either in intra- 
or extratubal rupture is commonly associated 
with a greater degree of intraperitoneal bleed- 
ing than is rupture of an ovarian follicle, while 
the presence of an ovarian cyst in which the 
pedicle has become twisted can generally be 
diagnosed from the careful analysis of the pa- 
tient’s history together with the local physical 
findings. Moreover symptoms referable to these 
lesions do not necessarily bear any relation to 
the menstrual cycle. The most important prob- 
lem therefore is to differentiate the symptoms 
of follicular rupture and those due to appen- 
dicitis. As Pratt points out, when the appendix 
is involved the pain is generally more intense, 
the temperature more elevated, and the leucocyte 
count higher. Intraperitoneal reactions, due to 
bleeding from the follicle, usually produce max- 
imum tenderness below MeBurney’s point and 
confirmation of the location of the lesion in the 
ovary may be obtained during bimanual palpa- 
tion of the pelvic structures. Moreover the rapid 
clearing of the symptoms and signs, as in the 
patient whose history was quoted above, is less 
consonant with an inflammatory lesion of the 
appendix than with follicular rupture. Nega- 
tive findings in the gastro-intestinal tract but 
positive findings in the ovary have been demon- 


strated at operation in certain women still with- 


in the active reproductive period who, in the 
middle or in the latter half of the intermenstrual 
interval, complain of an onset of pain in the 
lower abdomen associated with anorexia, nausea 
and occasional vomiting, a slight elevation of 
temperature and a mild leucocytosis. It is ad- 
visable, therefore, to consider the possibility that 
in women of this age such symptoms may de- 
pend, not upon an inflammation of the appendix, 
but rather upon an intra-abdominal irritation 
due to an effusion of blood from a ruptured fol- 
licle. In the latter instance the fluid and blood 
will be gradually absorbed and the patient will 
suffer no untoward consequences. 

In recapitulation the present article reviews 
the theories recently advanced regarding the 
etiology of myomata of the uterus and of endo- 
metrial hyperplasia, touches upon the treatment 
of myomata as complications of pregnancy and 
the treatment of bleeding associated with en- 
dometrial hyperplasia and finally considers the 
symptoms and diagnosis of rupture of ovarian 
follicular cysts associated with the effusion of 
small quantities of blood into the peritoneal cav- 
ity. 
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DISCUSSION 


Dr. STEPHEN RusHMoRE, Boston, Mass.: Mr. Presi- 
dent and Members of the Society—I should like to 
say first a word about the vaginal hysterectomy. I 
am very glad that there is increased interest in this 
operation. 

The limitations of the operation are considerable, 
but within the limitations, it is, in the opinion of 
many persons who have had experience with both 
types of operation, a better operation than the ab- 
dominal. It is more satisfactory so far as the im- 
mediate and the late results are concerned. 

I shall not take the time to define those limita- 
tions, because I want to refer particularly to the 
paper of Dr. Morse, which I was asked to discuss. 

Lord Kelvin said that our real knowledge begins 
when we measure or can measure and make quan- 
titative determinations of the things with which we 
are dealing. I think it will be a happy day for 
medicine, and certainly a great relief to some indi- 
viduals, when there is evidence that in general the 
endocrinologist recognizes that this dictum of Lord 
Kelvin has particular application to the field of 
his investigation. 

At the present time we are in a kind of jungle of 
theories with reference to the glandular internal 
secretions and their part in the body activity, and 
what we need is more facts; not that theories are 
not useful, as well as necessary, but there is a great 
lack of well-substantiated evidence and fact. 

There was one point in Dr. Morse’s paper on 
which I wish he would give us further illumination. 
He stated that myomata of the uterus occur chrono- 
logically, or are chronologically related to the most 
active period of the reproductive process. That is 
in disagreement with the opinion that is generally 
held and has been generally held. 

About the cause of myomata we know little, but 
it is generally held that myomata begin to cause 
trouble between the ages of thirty-five and fifty; and 
approximately one-third of this group, or 25 per 
cent of the whole number of cases, come for treat- 
ment between thirty-five and forty; approximately 
a second third between forty and forty-five; and the 
last third of the three-quarters occur between forty- 
five and fifty; and about 25 per cent before thirty- 
five and in the later periods of life. 

It is also well recognized that the reproductive 
processes are more active before.thirty-five, and it 
is generally thought that as the reproductive proc- 
esses diminish in activity, the incidence of myo- 
mata increases. 

I wish that Dr. Morse would give us some of the 
statistical bases for his statement in regard to the 
chronological prevalence of this condition. 

The theory that estrin overactivity in the body, 
and not opposed by the corpus luteum, is the cause 
of hyperplasia of the endometrium, fails to meet 
with several facts, and the first is that in the con- 
dition in which there is, relatively a small amount 


of estrin active in the body, and the corpus luteum 
is especially active, there is the greatest hyper- 
plasia of the region, namely, in pregnancy. In 
early pregnancy the endometrium is markedly in- 
creased, and in the ordinary individual tle corpus 
luteum is so large that sometimes we call it the 
corpus luteum of pregnancy, as though it were some- 
thing different. 

The second fact is that in myomata of the uterus, 
and in cases of multiple forms, we find marked dif- 
ferences in the endometrium in some parts marked- 
ly hyperplastic, and other parts hypertrophic. If it 
is estrin, why isn’t it the same in the same uterus, 
that causes the hyperplasia. In some cases where 
we find the greatest hyperplasia in the non-pregnant 
state, the patients are without myomata, and no 
obvious disease of the ovary can be detected. 
Sometimes those cases have as a symptom excessive 
bleeding; but there are these three groups of cases 
that need to be explained and which this theory 
has not yet covered. 

We recognize that, in certain cases, the mechan- 
ical condition of the pelvic organs which has pro- 
duced congestion or is associated with marked con- 
gestion, leads to overgrowth of endometrium appar- 
ently from merely increased blood supply, so we 
have to think of a number of other factors that 
may enter into the hyperplasia of the endometrium. 

I would say one or two positive instead of nega- 
tive words concerning the subject of the paper 
rather than the paper itself. I make two sugges- 
tions which, from the point of view of the gyne- 
cologist seem very simple and almost trifling, yet 
I have found a considerable number of patients who 
have had these points neglected in their treat- 
ment. The first is the medication of the patient 
who complains of bladder symptoms. Begin by 
having a culture made. If the patient comes to op- 
eration later and bladder complications arise, it is 
satisfying to have definite evidence as to the con- 
dition of the urine before the operation was per- 
formed. It may help to place the responsibility if 
the patient has been catheterized in the hospital. 

And secondly, I hesitate almost to mention these 
points that I have found useful in the treatment 
of vaginal cysts. Vaginal cysts do not give 
marked symptoms, and if one attempts to excise 
them, in my experience, the effort of excision of 
such growths seems to be beyond the value of re- 
sults obtained. It is not so simple as it appears 
before you start. They are sometimes adherent to 
a remarkable degree and the operation may be of 
considerable magnitude, as far as the bleeding is 
concerned, although you thought it would be a 
simple procedure, at the start. 

The suggestion is to simply cut off the top of 
the cyst, so that the walls of the cyst, and the 
walls of the vagina, are flush; then suture the 
line with interrupted or continued sutures of cat- 
gut, and leave it at that point. The immediate re- 
sult is a rather shallow diverticulum of thesvagina, 
which will rather quickly disappear or diminish in 
size as time goes on and you get, very easily, per- 
fectly satisfactory results without the difficulty of 
cutting out a vaginal cyst which sometimes is 
quite a difficult procedure. 


Dr. Henry T. Hutcurins, Boston, Mass.: In regard 
to some of the newer problems in gynecology I be- 
lieve the general surgeon will welcome such sug- 
gestions as Dr. Morse has made in his paper. 

I would like to emphasize one point which he 
has clearly brought out. Speaking of the treat- 
ment of the bleeding of endometrial hyperplasia 
Dr. Morse notes that since the effect of prolonged 
administration of extracts is unknown, the bleed- 
ing can be most satisfactorily treated by repeated 
curettage, radium, or in extreme cases by hyster- 
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ectamy. I want to emphasize the treatment by 
repeated curettage. 

By repeated curettage I mean a thorough curet- 
tage performed every four to six months if neces- 
sary over a period of several years. Each curet- 
tage will stop the bleeding for a certain length of 
time and the interval between becomes longer and 
longer. This can be done under nitrous oxide anes- 
thesia with a stay of not over twenty-four hours 
in the Hospital and a return to the usual occu- 
pation in seventy-two hours at the outside. The 
bleeding stops promptly. ; 

Here then is a method that the general surgeon 
can use safely, that will cure the bleeding and 
will cause no damage and but slight inconvenience 
and the question of the use of radium or of hyster- 
ectomy will not have to be considered. I have one 
such case to record upon whom curettage was per- 
formed starting at thy age of sixteen at least nine 
times in the next six years. She then married at 
the age of twenty-two, became pregnant and was 
delivered of full-term twins. Therefore, the endo- 
metrium was not destroyed and we were able at all 
times to keep her blood up within normal limits. 
Twenty years later I did a hysterectomy for prolapse 
and found the uterus normal with only a very slight 
hyperplasia. 

Here then is a method which can be used by any 
surgeon safely and will cure the bleeding caused by 
endometrial hyperplasia, but the curettage must 
be repeated at necessary intervals and should re- 
main a very minor operation. I have never seen a 
case where. I thought hysterectomy was indicated 
for this cause in the young adult. 

The use and possible dangers of radium are 
avoided. 

Within the past six months I have had another 
girl of sixteen who was nearly bled white from con- 
tinued metrorrhagia for months. Many treatments 
had been tried including a prolonged course of antui- 
trin-S without results. The hemoglobin was below 
30 and the red count just above 2,000,000. A thor- 
ough curettage was performed with immediate ces- 
sation of the bleeding and no recurrence to date. 
The pelvic examination was negative and the path- 
oiogical examination showed endometrial hyper- 
plasia. 

The general purpose of Dr. Morse’s paper is to 
suggest to the general surgeon some procedures 
which may help out in the treatment of certain 
pelvic diseases; repeated curettage for the relief 
of metrorrhagia due to endometrial hyperplasia 
is one. The general surgeon may not be interested 
in the development of the various glandular extracts 
and can leave this to the gynecologist and internist. 


Dr. JAMES R. Mitrer, Hartford, Conn.: At the 
Hartford Hospital we have done during the last 
seven and three-quarter years, 159 vaginal hyster- 
ectomies, with one death. In my own experience 
of over sixteen years, I have had sixty-one vaginal 
hysterectomies with one death. That death was in 
a recurrent interposition operation, in which I didn’t 
wait long enough for infection to clear up. 

I think there is no great question which of the two 
methods should be done in the individual case. The 
individual man must have his own preference. It is 
like religion; it depends on how he was brought up, 
and unless he is skillful in doing vaginal hysterec- 
tomy, he ought not to attempt it. 

The general surgeon sometimes will not give 
adequate thought to the pelvic diaphragm. Two 
years ago I operated on a woman who had been in 
the hands of a general surgeon for three cperations 
with recurrence of the cystocele each time. At the 
last operation he fixed the fundus to the abdominal 
wall. This was the first time I ever used the tech- 
nique. I opened her abdomen, cut the fundus loose, 
dropped it back, and then did a vaginal hysterectomy 


and repair with complete cure. So, I think one must 
choose the middle ground and adapt the method to 
the situation. 


Dr. PHiIteMoN E. TRUESDALE, Fall River, Mass.: 
After doing 220 vaginal hysterectomies, we regard 
this operation as one of the most useful in gyne- 
cology. In the light of results recorded after care- 
ful follow-up statistics, we feel enthusiastic about the 
operation for procidentia in spite of the caustic 
criticism of the last speaker. 


Dr. Larkin condemned the operation because of 
one case in which a vesicovaginal fistula followed 
in the path of the operation. I think that he should 
have condemned the operator, not the operation. In 
this procedure the bladder is always brought into 
plain view and should never be injured if the sur- 
geon recognizes the characteristic structure of the 
bladder wall. 


I learned how to do this operation from watching 
Dr. William Mayo twenty-five years ago. He said 
repeatedly that vaginal hysterectomy was one of 
the most satisfactory operations he did in his prac- 
tice, and I have had ample reason to believe him. 
But, as Dr. Miller said, the surgeon should be 
thoroughly familiar with the operation and should 
limit its application. I think that Dr. Eastman 
went somewhat afield in applying the operation for 
a variety of complaints. We have used it only for 
procidentia. Including a perineorrhaphy, this op- 
eration can be done in from three-quarters of an 
hour to an hour. Usually there is very little post- 
operative reaction. The patients rarely need mor- 
phine, and recovery is almost invariably smooth and 
uncomplicated. 


In our first fifty cases we had no deaths. In 200 
cases reported in the Hospital Bulletin in Septem- 
ber, 1930 and January, 1934, our mortality was two 
per cent. We have not used drainage in the last 
170 cases. We have found that patients do better 
without drainage. 

The removal of large tumors by the vaginal route 
we believe to be hazardous. Though lacking a back- 
ground of experience in dealing with such cases 
treated by vaginal hysterectomy as reported by Dr. 
Eastman, I am very much interested in his views 
and congratulate him on the results of his work. 


Dr. JoHN W. Keerr, Providence, R. I.: I am an 
advocate of vaginal hysterectomy. Some thirty-five 
years ago, while in Paris, I saw a very skillful 
French surgeon do several operations through the 
vagina and he said if a fibroid did not go higher 
than the navel, he would take it out by the vagina. 

These men were extremely skillful, not only that 
one surgeon but many others. I returned with the 
idea that I would determine if that might be a good 
method. I don’t recall just how many operations I 
have done by the vagina, but I have been impressed 
with the value of that operation, as have many of 
my friends, like Werder and Weiss who were ex- 
tremely skillful operators, and some other men from 
Pittsburgh who advocate the vaginal operation. 

If you have adhesions of the uterus, you. can 
make an incision posterior to the cervix and free 
those, get an idea of the tubes and ovaries, and, 
though the uterus may be quite sizable, you can 
remove it per vaginam. 

The Frenchmen remove it by morcellation, and I 
have done that a number of times. . It is a com- 
paratively easy thing to do, and there is scarcely any 
shock following that operation. Of course, we know 
we can do hysterectomies by the abdominal method, 
but I do feel definitely that there is a place for the 
vaginal operation. 


Dr. OLIvER N. EAstMAN, Burlington, Vt.: I am 
deeply indebted to the men who so graciously dis- 
cussed this subject and aroused controversy, which 
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I hoped they would do, and I especially appreciated 
Dr. Larkin’s constructive criticism. 


A few years ago I think I was much of the same 
opinion as Dr. Larkin. I became inspired with the 
value of this operation by watching Dr. Werner, in 
Rudolph’s Hospital in Vienna. I saw him oper- 
ate twelve years ago and then four years ago he 
was still inclined to do the operation vaginaliy where 
it could be so done. I saw him do any number of 
vaginal hysterectomies in twenty minutes and do 
them exceedingly well. He told me personally that 
he had done two thousand hysterectomies and over, 
and preferred the vaginal route where it was 
feasible. 

I think doubtless I went far from my field, as Dr. 
Truesdale suggested, but I wish to impress you with 
One fact, and that is the last thing I mentioned in 
my summary, that if you do a vaginal hysterectomy, 
you will do a complete hysterectomy, and many 
doing it supravaginally are not. 

I recall one I did because it contained a bleeding 
polyp. On examination it showed no evidence of 
malignancy of the parts removed. Within six 
months that patient returned with a carcinoma of 
the cervix. 

I see from one to three or four malignant cervices 


every year where the patient has had a supravaginal 
hysterectomy performed previously. There is a field 
for both operations. I don’t think a man should be 
radical and say he does the majority vaginally or 
supravaginally. Not at all! I do emphasize the fact 
that there are certain operations which can be done 
much better vaginally, and these are the ones I 
wish to stress the point of the advisability of so 
doing. 


Dr. ArTHUR H. Morse, New Haven, Conn.: Dr. 
Rushmore has asked me to prove, either that women 
more commonly become pregnant between thirty-five 
and fifty years of age than they do between sixteen 
and thirty-five years of age, or that myomata occur 
more frequently from sixteen to thirty-five years 
than they do from thirty-five to fifty years cf age. It 
would of course be absurd to attempt this. I hope 
that Dr. Rushmore will feel complimented when I 
tell him that I have made a change in the paper 
respecting this point. 

I do not wish to leave the impression that I ac- 
cept without question the theory with reference to 
the origin of myomata. I mentioned the theory in 
the paper because I feel that it is of interest. Where 
the endocrines are concerned a conservative posi- 
tion is the safest. 


DR. NELSON OF MICHIGAN JOINS FEDERAL 
FOOD AND DRUG GROUP 


Dr. Erwin E. Nelson, of the University of Michi- 
gan, has been appointed Principal Pharmacologist in 
charge of the Drug Division of the Food and Drug 
Administration, according to an announcement by 
W. G. Campbell, Chief. 

Dr. Nelson will plan and carry out investigations 
to determine the pharmacological action of drug and 
food preparations and of materials of which they are 
composed. He will furnish for final executive action 
expert critical advice on policies involving the ef- 
fects of drugs and foods, or their ingredients or 
adulterants, on the health of consumers. He will act 
as consulting expert on formulating policies for the 
enforcement of the Federal Food and Drugs Act. 


Dr. Nelson has been retained previously by the 
Food and Drug Administration as an occasional con- 
sultant on specific questions and as an expert wit- 
ness in court cases. He obtained the degrees of 
A.B., A.M., and Ph.D. from the University of Miss- 
ouri and a degree of M.D. from the University of 
Michigan. He also took medical work at Johns 
Hopkins Medical School. He served as an instruc- 
tor in various sciences at the Southern Collegiate 
Institute and at the University of Missouri. Since 
1919 he has been an Assistant and Associate Pro- 
fessor of Pharmacology in the Medical Department of 
the University of Michigan. He is a recognized 
authority on methods of standardizing drugs by 
means of biological assay. 


MORTALITY EXPERIENCE OF THE FIRST NINE 
MONTHS OF 1934 


Health conditions among the millions of men, 
women and children who are Industrial policyhold- 


ers of the Metropolitan Life Insurance Company 
have been good during the first nine months of 1934. 
It is true that their deathrate has been somewhat 
higher than last year; there has been, in fact, a rise 
of 3.8 per cent. It must be borne in mind, however, 
that 1933 was a record year for low mortality, and 
the small increase observed in 1934 is obviously no 
cause for concern. Judged by the mortality record 
of the general population of 86 large American cit- 
ies, up to September 29 of the year 1934, health 
conditions among these millions of insured persons 
have been better than those in the urban population 
at large, where the increase was 4.6 per cent, as 
compared with the like part of 1933. These 86 large 
cities are located in 33 States, and comprise more 
than one-half of the total urban population of con- 
tinental United States. 

Insured wage-earners and their dependents in 
Canada have registered a lower deathrate this year 
than ever before; and among those living in the 
Pacific Coast and Mountain States the rise has been 
inconsequential—only 1.4 per cent. In the rest of 
the United States, however, where the great bulk of 
the Metropolitan Industrial policyholders live, an 
increase of 4.4 per cent over the corresponding pe- 
riod of last year has been registered, as against 3.8 
per cent among all of the Company’s Industrial poli- 
cyholders combined. 

Among the white policyholders the rise in the 
deathrate this year has been only 3.1 per cent; but 
the increase among the colored was much greater 
(7.3 per cent). If the rise in their deathrate this 
year proves to be much greater than that for colored 
persons in the rural sections, it will perhaps indi- 
cate that our city Negroes have suffered more than. 
other population groups from the adverse effects of 
unemployment. — Statistical Bulletin, Metropolitan 
Life Insurance Company. 
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THE NEW HAMPSHIRE MEDICAL SOCIETY 


WHAT IS WRONG WITH THE PATIENT WHO FEELS 


TIRED, WEAK 
BY WALTER C. 


Mr. Chairman, Ladies and Gentlemen: 


WOULD like to talk about the beauty of New 

Hampshire as I rode up here this morning. 
It is so beautiful that even a confirmed Cali- 
fornian might find his allegiance to his state 
wobbling a bit. 

Some of you are probably wondering what 
type of case I am going to talk about. I might 
have chosen another title, which I often use, 
that is, ‘‘The Digestive Troubles of the Rela- 
tives of the Insane,’’ because it is this group 
about whom I am going to speak. 

I don’t blame you for laughing, because I 
talked about this topic in Minneapolis the other 
day, and several of the doctors copfessed to me 
afterward that they had come purely to hear 
what anyone could say about such a topic. But 
really, I think it is one of the most important 
subjects that I could discuss with you, and I 
think that you will agree that I am right as 
you begin to see in your minds the type of case 
that I am going to describe. 

I am going to pass by, first, that large group 
of people that I might talk about who have be- 
ginning tuberculosis, or cancer, or heart dis- 
ease, or some sort of organic disease that has 
them by the throat and is going to pull them 
down. 

For years, I have been puzzled trying to un- 
derstand the troubles of a large group of per- 
sons whom I see almost every day in the clinic 
where I work. They come in from the ends of 
the country, hoping to have themselves made 
over again perhaps by some sort of surgery. 
The average doctor will, I think, see that they 
are neurotic, and he will often be disgusted with 
them. Often he dismisses them with as little 
ceremony as possible. They shouldn’t be sent 
away, because these poor people, many of them, 
suffer the tortures of the damned. As I often 
say to them, ‘‘I would much rather have a 
broken leg than what you have.’’ 

Now the interesting thing is that these peo- 
ple come to the gastroenterologist complaining 
of indigestion. But later they may say, ‘‘Oh 
Doctor, if you could only fix this miserable feel- 
ing in my head.’’ Many who talk first about a 
pain admit later that it is just a miserable feel- 
ing, or that it is a soreness, or a feeling of auto- 
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intoxication or poisoning. Others say: ‘‘If you 
would only cure this constipation, I would be a 
new man and I could go out and face the world.’’ 

But, long ago, in my youth, I came to see 
that no amount of fixing of constipation would 
cure these people. Sometimes I have kept the: 
colon perfectly clean with enemas for a week 
or two, only to show the patient that he was not 
particularly improved. A more extended study 
of these patients has shown me that the most 
trying symptom often is a miserable feeling in 
the head; a feeling of inability to face the 
world; a feeling of fatigue, of being tired, and 
extremely weak and discouraged. 

It is unfortunate that the average doctor who 
sees these patients doesn’t ask some three or 
more questions. I practically never see these 
questions asked or answered on the histories 
which are written by the best young men whom 
we can select: twenty-five, thirty or forty of 
them each year out of some twelve hundred who 
apply to us, graduates from the best medical 
colleges in this country. 

But what are these questions? They are tre- 
mendously important. One of them is, ‘‘ How 
long is it since you worked?’’ Here is a man 
who comes in with a little indigestion, a little 
gas, or a little pain in his epigastrium; perhaps 
somebody has told him that he has an ulcer, so 
he comes to the clinic to be operated on. I say 
to him, ‘‘How long is it since you worked?”’ 
His answer, many times, is, ‘‘Oh, I haven’t 
worked for four years.’’ Then I say, ‘‘ Well, 
you don’t mean to say that you haven’t worked 
for four years because of that little gas in the 
pit of your stomach. I know many people who 
are walking around with the severe pains of 
ulcer and they never miss a day from work.”’ 
Then if I pin the man down, I find that he 
hasn’t worked because he feels so awful when 
he wakes up in the morning. He feels that he 
cannot face his job. He can’t face people. They 
annoy and upset him. He can’t face crowds. 
He is uncertain about himself. Many a man 
has told me, ‘‘ Well, if I went to work, I prob- 
ably wouldn’t do my job right, and I might 
get fired.’’ Or, ‘‘The boss might say something 
to me and I would get mad and quit.”’ 

That story tips me off to the all-important 
fact that I am dealing with a man whose main 
trouble is not in his stomach but in his nervous 
system. 

Often, too, I ask about character changes. 
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They are extremely important. I ask also about 
sleep, because a patient who cannot sleep can- 
not get well. 

There is another most interesting question to 
ask, and if some of you will remember this and 
use it in your practice from now on, I think, 
possibly, I will have done something worthwhile 
in coming here to talk to you. For example, I 
saw a woman the other day who came from a 
long distance to have an ovarian cyst removed. 
None of us wanted to touch that ovary. Why? 
Because I asked the woman, ‘‘Can you read?”’ 
Now, note that she is an intelligent woman who 
has read all her life. And her answer is: ‘‘No, 
it is a funny thing, but in the last few months, 
I just can’t read.’’ I asked her, ‘‘Why can’t 
you read?’’ ‘‘Well,’’ she said, ‘‘In the first 
place, I have lost my interest in it. I am not 
interested in anything. Furthermore, if I try 
to read, I get tired immediately. I find myself 
reading the same lines over and over again. My 
eyes tire quickly, and it just doesn’t mean any- 
thing to me.”’ 

Now, the minute I got that story, it told me 
a very important thing about that woman, which 
was promptly substantiated by further study 
and by talking to her husband. That woman 
had undergone a marked character change. Be- 
fore, she was interested in her husband, devot- 
ed to him, interested in her home, interested 
in her women’s clubs, in her church, ‘‘crazy”’ 
about her children, her mother, and her sister. 
But now she doesn’t care a hang about any- 
thing. She is completely demoralized. And to 
me the most interesting thing about her is that 
her mother was insane for four or five years 
around the time of the menopause. She also 
has an epileptic brother. 

You see, then, that we have here deficient 
germ piasm; something wrong with the hered- 
ity of the woman. She is in, or on the edge of, 
a serious nervous and mental breakdown, and 
it is quite possible that for a while she may 
have to be cared for in a sanatorium. If I had 
that nice-looking woman sitting here on the 
platform, you might talk to her and she would 
seem to be perfectly normal and _ intelligent. 
But if you question members of her family 
they will tell you about the remarkable change 
in her. 

Note that her husband didn’t think to tell 
me about this. Worse, yet, the physician who 
referred her did not mention it. He apparent- 
ly had not noticed it. But if he had operated 
on that woman, as he proposed to do, there is a 
good chance that later she would have jumped 
out of the hospital window or she would have 
gone to pieces mentally. Every surgeon must 
be on the watch for the borderline insane or 
occasionally he will operate on one and will have 
endless trouble afterward. 

A man who is not on the watch for border- 
line insanity will not notice it. The patient will 


not say anything about it; the family will not 
say anything; and you who sit in a consultant’s 
office and have never seen the patient before 
can easily fail to see that the patient has 
changed tremendously from what he or she was 
before. 

Where I work, I have an unusual opportunity 
to see how the younger men who are starting 
out to win their laurels as internists, think and 
act when faced by this type of case in which 
the patient is teetering on the edge of a nerv- 
ous breakdown. To my way of thinking, the 
modern physician is badly trained in this field. 
Actually, he has almost no training in the hand- 
ling of nervous and psychopathic patients. 
Whenever I get a chance to talk to the dean of 
a medical school, I complain to him that his 
best students know all about blood chemistry, 
and the making of a diagnosis with laboratory 
helps, but when it comes to handling a nervous, 
worrisome patient, or when it comes to recog- 
nizing the fact that the patient seated before 
him is insane, he falls down badly. 

And if it should dawn on one of these physi- 
cians that the patient before him is mildly de- 
ranged, would it ever occur to him that the 
brain had something wrong with it? No. In 
my experience, he begins thinking of something 
wrong with the glands of internal secretion, or 
he wants to remove foci of infection, or he 
thinks there is something wrong with the colon. 
As I have often said, ‘‘Here is the brain. It is 
one of the organs of the body, perhaps the most 
delicate of all. Then why can it not have some 
diseases all its own? Why does it have to take 
all of its troubles second-hand ?’’ 


I am sure you will agree with me that a lot 
of these poor people are being operated on fu- 
tilely two and three and sometimes many times. 
Recently, I saw a man who had had eight fu- 
tile operations on his colon. He was so miser- 
able that I, with all my inhibitions, was will- 
ing to let him have another try, but fortunately, 
I think, Doctor Judd overruled me and refused 
to go in. The main trouble with this man was 
probably a hereditary psychopathic make-up. 

I saw another man last week who had had ten 
abdominal operations in nine years. Finally, 
his surgeon at home refused to touch him any 
more. I said to the man, ‘‘What is the real 
trouble with you?’’ He said, ‘‘I feel funny in 
my head and life is too strenuous for me. There 
is too much responsibility in my job and I can 
not stand meeting so many people; they upset 
me and tire me. I wish I could go off by my- 
self into the country and have a little chicken 
farm.’’ I said to him, ‘‘What is your job?’’ 
And he replied, ‘‘I sort mail in the post office.’’ 
I am ashamed to say that one of our own sur- 
geons performed the first operation ten years 
ago, but his notes made at that time show that 
his heart carried him away when his brain 
warned him to stop. 
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We all do this. We feel so sorry for the poor 
patient and the family begs us to do something. 
We see that the patient is a constitutionally in- 
adequate individual, and we know that nothing 
is going to cure him and make him over into a 
strong man. But the roentgenologisi perhaps 
finds a deformed duodenum, or there is a little 
soreness around the appendix and we think, 
‘Perhaps I am maligning this fellow and he 
really has something organic, as he claims.’’ 
And a useless operation is done. 


We all are making these mistakes and I speak 
to you with due humility because I know well 
that in the past I have committed these sins 
that I now deery. For instance, years ago, I 
promised a constitutionally inadequate migrain- 
ous woman that if she would let me remove 
some gallstones that I found I would cure her. 
Now sometimes I advise the leaving of silent 
gallstones because I know I am not going to 
make this type of woman over again, and I prob- 
ably am not going to cure her migraine. 


All of us make mistakes in operating in these 
cases because we are striving so desperately to 
help. But as we grow older and have more 
experience, we must become more and more 
skillful in selecting those persons, even those 
with definite organic disease in the abdomen, 
who will not profit by being operated on. 


One of the most important things that we 
must remember to do is to recognize the nerv- 
ous breakdown when we see it, and then we 
must have the confidence and the courage to 
tell the patient what he has; we must have the 
sense not to tinker at teeth or tonsils or hernias 
or any other little thing we have found wrong, 
but we must tell the patient that his cure will 
come only through a prolonged rest cure. 


For instance, a few months ago, a finely 
built. handsome physician came in complain- 
ing of a number of digestive troubles. He did 
not tell me his real story. Able physician as 
he is, it did not seem to occur to him what the 
important part of his story was. I had to 
learn from his wife that for fifteen or twenty 
years he did most of the obstetrics and gyne- 
cology in a small city; naturally, he has worked 
some twenty hours out of the twenty-four. He 
took no vacations. Because he was made of 
iron, he seemed to stand this pace for all of 
those years, but finally his wife noticed that 
he was getting more and more irritable and 
jumpy. He lost his ability to sleep, and he 
began to get colds which persisted. His wife 
begged him to take a rest but he would not do 
it. Then came severe influenza. He was in 
bed for two weeks, but while still running a 
fever, he got up one night to help his assistant, 
who was having difficulty in delivering a baby. 
Then his nerves went to pieces, and for the 
next year, he went from one big medical insti- 
tution to another searching for some organic 


cause for his symptoms. Actually, it would be 
laughable if it were not so tragic. 

What is tragic also is that in every one of 
these institutions some able clinician fell in 
with the man’s ideas, and hunted desperately for 
a lesion. Time and again, x-ray films were 
made from head to foot; and the spinal fluid 
was examined; blood chemistry was done, and 
the stools were searched for parasites. Occa- 
sionally some little supposed abnormality was 
discovered, and the man was put through a 
strenuous course of treatment which upset him 
badly. Teeth were removed and the remnants 
of the tonsils were taken out again but he only 
got worse.’ 


When I heard this story, I said to him, ‘‘I 
will not allow you to go through the diag- 
nostic mill again. You have a nervous break- 
down and your symptoms all point that way. 
There is nothing unusual about it, nothing sur- 
prising. You worked hard enough to get it. 
Why not stop looking for a royal road out of 
it. Go ahead and play a little golf each day 
for the next six months or more. Learn to sleep 
again and gradually you will pull out.’’ I am 
happy to say that I heard recently from this 
man’s wife that he is already much better and 
has begun to take a little interest in medicine 
again. 

What many of us physicians need is to go 
through a nervous breakdown ourselves. I had 
one years ago, the result of foolish overwork 
and then a short bout with influenza. I learned 
a great deal from that experience. I can assvre 
you that it is the most horrible thing that a 
man can go through. It taught me that we 
must be more sympathetic and understanding 
with our patients in whom we ean find no or- 
ganic disease. 

Those of us who have always been strong and 
well and who have not a nerve in our bodies 
are often inclined to be impatient and con- 
temptuous of these people because they show 
no organic cause for their suffering. I remem- 
ber a young man with an evidently functional 
heart disturbance who felt certain that he was 
going to die. For months, he kept going the 
rounds of the consultants on the Pacific coast. 
Every so often he would return for a talk with 
me. Once I asked him why he came back be- 
cause, as I admitted, I had not been able to help 
him any. His answer was that I was the onlv 
one of the physicians whom he consulted who 
did not want ‘‘to kick him’’, 


I greatly appreciated the compliment and I 
was particularly happy that I had not been im- 
patient with him when a few months later, he 
actually did die of encephalitis. I feel sure now 
that his terrible sense of impending death was 
due to changes in the brain, due to a horrible 
disease, the presence of which we never sus- 
pected. 
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It was Plato who said that no physician is 
capable of treating a disease until he has had 
it. I thought of this the other day when I 
talked to a prominent surgeon who had just 
undergone an operation for anal fistula. He 
was full of ideas about how he was going to 
improve on the treatment of his future patients 
with this trouble. Furthermore, he is going to 
change some of the routine in the hospital where 
he works; the patients are not going to be 
awakened at five o’clock in the morning to have 
their faces washed. 

It is a good thing also for a physician to 
taste the medicine which he prescribes. He is 
likely to take more care in prescribing medicine 
in a palatable form. 

But to get back to the nervous patients. One 
of the worst mistakes which I think we make 
is to treat strenuously slight abnormalities 
which often are but minor variations from the 
normal and which, to my way of thinking, are 
not diseases at all. For instance, I see every 
year a few dozen thin inadequate girls who have 
been treated for myxedema simply because the 
basal metabolic rate was —15. Now, a good 
clinician should know that these girls always 
have a basal metabolic rate of —15. It is nor- 
mal for them. They are not myxedematous; 
their symptoms are really those of too much 
thyroid gland activity. They are nervous and 
fidgety. and they lose weight instead of gain- 
ing it. Usually it only makes them worse to 


give them desiccated thyroid. 


During the last few months I had to spend 
hours trying to talk two nervous women out 
of the idea that they were going to die of dia- 
betes. Where did they get the idea? From ex- 
pensive consultants who had made this diag- 
nosis because in each ease, one laboratory re- 
port had come back saying that the blood sugar 
was around 120. In both of these women, our 
laboratory reported about 90 mg. per cent. Now 
why did not the home physician check this lab- 
oratory finding very carefully before he im- 
planted a terrible and probably a permanent 
fear into the minds of these highly sensitive and 
neurotic Jewish women? Furthermore, why did 
he not notice that neither of the women had 
any symptoms of diabetes, and why did not 
one of them notice that the real trouble with 
his patient was that she had lost her husband 
under tragic circumstances and then had to 
fight a miserable lawsuit with her in-laws who 
wanted to do her out of the inheritance for her- 
self and a posthumovs child? She had enough 
mental troubles so that there was no need of 
the physician manufacturing an organic disease 
for her. 

But the trouble with the young medical man 
of to-day is that he-was trained at college to 
expect organic disease in every patient. He 
was trained by being shown each day in the 
clinic examples of rare organie disease. He 


never was shown examples of the common types 
of neuroses which he sees every day in prac- 
tice. 
Incidentally, one of the most horrible things 
which we physicians do sometimes is to make a 
diagnosis of syphilis in the case of a patient 
with a 1+ Wassermann reaction. I would want 
to kill a man who did that sort of thing to my 
sister or my daughter, because I know that she 
would never get that diagnosis out of her head 
so long as she lived. Even after twenty Was- 
sermann tests had all come out negative, she 
would probably still want to have some courses 
of treatment for syphilis, and would never 
again feel that she was clean. 

Similarly there are any number of people 
to-day who are having their gallbladders re- 
moved simply because the x-ray film showed a 
shadow which perhaps was not so dense as it 
sometimes is. I feel that we should never oper- 
ate solely on an x-ray diagnosis. To be oper- 
ated on, patients should have the symptoms of 
the disease and they should be sick enough so 
that they need operative relief. You all know 
of the countless appendices that have been re- 
moved simply because on the x-ray film the or- 
gan pointed up or it pointed down, or it filled 
or it did not fill, or it emptied quickly or it 
emptied late. The roentgenologist feels that he 
has to report these things so that if the surgeon 
wants to view the finding with alarm, he can 
do so, or if he is desperate for an organic diag- 
nosis he will find one to his hand. 

And then there is ‘‘colitis’’» How I wish 
we could give up that term except for those 
eases in which, with the sigmoidoscope or the 
x-ray, we can show definite ulceration. I have 
to spend several hours out of every week ar- 
guing with people who have come a long dis- 
tance with this diagnosis of colitis. They want 
us to do something about it and they think that 
now the diagnosis is made, they should be able 
to get a eure. In nine out of ten cases, we 
cannot find the remotest sign of inflammation 
in the bowel. The colon looks perfectly normal. 
The patient is.constipated and there never was 
any diarrhea. 

Now what did the physician at home mean 
when he diagnosed colitis? He probably meant 
that there was a spastic colon. But every con- 
stipated person has a spastic colon, so why 
should the physician implant in a neurasthenic 
or a psychopathic patient the idea that he or 
she has a definite organic disease? It doesn’t do 
any good to the patient, and often it does much 
harm. It does us physicians harm because it 
confuses our ideas. We should reserve the term 
colitis for patients with actual ulceration or in- 
flammation of the bowel. 

Recently, after some three hours of argument 
on several successive days, a fussy psychopathic 
woman asked me, ‘‘ Well, why then, if I haven’t 
any sign of colitis, did one of the leading con- 
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sultants in my city tell me that that is what 
I have?’’ My answer was that he was able 
in that way to get her out of the office in five 
minutes and in a satisfied frame of mind. I 
had spent three hours and still had her on my 
hands dissatisfied. 

Some of you may ask, ‘‘ Well, didn’t he have 
more sense than you did?’’ In a selfish way, 
perhaps, yes. But you will note that he did 
not help her in the slightest; I was struggling 
to help her, and perhaps more to help the poor 
husband who for years had been spending every 
dollar he could make on doctors. I wanted to 
save her from useless operations and useless ex- 
aminations, and I wanted to teach her how to 
live with a colon that would be hypersensitive 
all her life. 

Another favorite method we physicians have 


‘of getting patients out of the office quickly is 


to tell them they have enteroptosis or a dropped 
colon. It is nice for the physician, perhaps, 
but later that patient may use up all her sav- 
ings in traveling a long distance to some prom- 
inent surgeon, hoping to have the condition fixed 
and thereby to become well and strong. 

Other women are told that they have a retro- 
verted uterus, but what of that? If the girl 
is thin and relaxed, one must expect to find a 
retroverted uterus, and if she is unhappy in her 
marriage or fighting with her mother-in-law, or 
contemplating a divorce, what is the use of 
operating and bringing that uterus forward? 

Many physicians seem to think that, if a sur- 
geon goes into the abdomen, the patient has 
everything to gain and nothing to lose. Some- 
thing may be found that needs correcting and if 
it isn’t, at least no harm is done. Actually, I 
eould show you many eases in which great men- 
tal harm is done if only because there is im- 
planted in the patient’s mind the idea that she 
has adhesions. Then she wants another opera- 
tion to loosen these. One of the big things that 
we physicians must do with these neurotic peo- 
ple is not to implant new fears in them. Actu- 
ally many of the fears that they have are im- 
planted by our unwise statements and our fu- 
tile attempts to help them. 

At times, we physicians do not even recog- 
nize frank insanity when we see it. I know that 
several times I have not recognized it until the 
patient had been around the office for several 
days. It is a dangerous thing to operate on these 
people. Often, it is very difficult to get rid of 
them afterward. I know a few surgeons who 
have been shot by them. 

Six months ago, I saw a psychopathic woman 
who came hoping to have an abdominal opera- 
tion that would make her over. When this was 
denied her, she managed to talk one of the sur- 
geons into fixing some ingrowing toenails. Oh, 
how he has regretted it! She has had one ¢om- 
plication after another, and all of her neurotic 


make-up is now expressed through those toes. 
She writes my poor colleague a long letter every 
two weeks, asking him what is to be done. 

A few years ago, I saw the wife of a profes- 
sor in one of our universities. She came com- 
plaining of indigestion. On account of her hus- 
band’s position, she naturally was seen by prom- 
inent physicians associated with the university. 
They gave her a thorough going over and, un- 
fortunately, iound a few amebie cysts in the 
stools. They went after them with old-fashioned 
methods, putting her in the hospital and purging 
her drastically. She was able to walk into the 
hospital, but she came out in a wheel-chair. 

The stools were examined again, and when 
another cyst was found, the physicians wanted 
to put her back in the hospital and give her 
another course of treatment. The husband had 
more sense. He knew what one course had done 
and he did not want two! 

When I saw her, I got my hunch immediate- 
ly because a big healthy-looking woman who 
could walk as well as I could came in a wheel- 
chair. I next noticed that she was depressed 
and slowed up, and that she cried easily. I then 
drew from her the fact that a few months be- 
fore, she had been an active, wide-awake woman 
who had loved her home, her husband and her 
family, and had been interested in clubs, church, 
and several intellectual pursuits. When her 
illness began, she lost all interest in everything. 
She did not care where her husband was. She 
did not care about her house. She did not want 
to see her friends. She lost all ability to read 
and just sat around the house in a depressed 
state. Well, now you know, as well as I, what 
was the matter with her. She had a fully de- 
veloped melancholia. What I wonder is, if I, 
who never saw the woman before, could make 
this diagnosis, why should not her home physi- 
cians, who probably knew her socially and must 
have seen the marked character change develop, 
have made it? Why could they not have recog- 
nized what was happening? Because they had 
their eyes glued to laboratory reports. 


I refused to waste this woman’s time and 
money by putting her through the diagnostic 
mill. I sent her home where a sister and a 
wise, friendly, old family doctor could take 
good care of her, and two years later when I 
saw her husband, he told me joyfully that she 
was herself again. Incidentally, this woman’s 
father had been insane for many years. 

But if we physicians who do not specialize in 
insanity miss the diagnosis occasionally, we can 
take comfort in what one of my friends, a psy- 
chiatrist, tells me. He tells the story of a fellow 
psychiatrist, to whom there came a man with a 
request for a most thorough examination. His 
story was that men were following him, and 
when he went to the chief of police to get pro- 
tection, he was laughed at. He wanted the 
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psychiatrist to examine him and then certify him 
as perfectly sane. The doctor thought that he 
might as well go ahead with it, so he began 
the examination. A week later, he called the 
man into his office and said, ‘‘Sir, I have an 
abject apology to make to you. When you first 
came, my impression was that the chief of po- 
lice was probably right, but my secretary has 
called my attention to the fact that every time 
you come here a man follows you and stands 
behind that tree in the park until you go out 
again and then he follows you off.’’ ‘‘Oh, no,’’ 
said the man, ‘‘don’t pay any attention to him. 
He is the detective I hire to keep the other fel- 
lows farther back.’’ 

I could go on telling you a lot of curious ex- 
periences with the crazy people who come to con- 
sult a gastroenterologist. I remember a beauti- 
ful woman who came in one day and after a 
while my assistant, who had been trying to get 
her history, came and said, ‘‘ Doctor, I wish you 
would talk to this woman. I don’t know what 
to make of her. There is something uncanny 
about her.’’ I went in and asked her what the 
' trouble was. She said, ‘‘I have a tapeworm.’’ 
I asked her, ‘‘ How do you know you have a tape- 
worm.’’ ‘‘Why,’’ she said, ‘‘I can feel it bit- 
ing; I can feel its teeth coming together.’’ We 
chatted a while and she told me a number of 
other interesting things. For instance, she said 
she was sorry but I probably would not get paid 
for the examination right away because she was 
the morganatic wife of the Prince of Wales; 
he was in South America and had forgotten to 
send her her allowance. Finally, I excused my- 
self, and said I was sorry but I did not know 
anything about tapeworms. I knew it would be 
a waste of time to try to help her. 


As I said before, it is easy for the city con- 
sultant to miss a big character change which 
often is the most important thing wrong with 
a patient and the thing that he says nothing 
about. Last year, a physician came to Rochester 
with a patient who obviously was a nervous 
wreck, unable to do even the slightest chore 
around the house. If he did attempt this, he 
broke out into a sweat; his heart raced and he 
had to go to bed. He came not to get relief; 
he had given up hope of that, but the insurance 
eompany had eanceled his disability stipend and 
had accused him of being a malingerer. The 
story was that the man had been perfectly strong 
and well until he almost died with a severe in- 
fection with actinomyecosis on one side of his 
face. I said to the physician, ‘‘Did it ever oc- 
cur to you that this man mentally and in almost 
every other way is different from what he was 
before that infection came?’’ All of a sudden 
the light seemed to dawn on the doctor, and he 
said, ‘‘That’s right. I don’t think I ever 
thought of it before, but this man used to be one 
of our most active and prominent citizens. He 


was head of the Board of Trade; he ran the 
Community Chest; he was a prominent Rotarian 
and he ran the best hotel in town. Now he is 
a bum, down and out.’’ What interested me 
was that when I looked over the reports that 
had been made by several physicians to the in- 
surance company, there was much mention of 
slight changes in the hemoglobin and the teeth 
and the tonsils and the heart beat, but nowhere 
was the slightest intimation of the all-important 
fact that the man was a changeling. 

It seems to me that if we can so easily fail to 
note these marked forms of mental breakdown, 
we must be missing every day the milder forms. 

Now why do many of these people break 
down? Why do they feel so tired and upset? 
The more I study them, the more I am im- 
pressed with one fact, and that is that many 
of them have insane relatives. In other cases, 
I am practically certain that if I could only 
learn more about the family, I could find where 
the patient’s disability came from. Unfortu- 
nately, in this country, there are many people 
who know nothing about their grandparents 
and their uncles and aunts. Sometimes they 
don’t know much about the parent who was di- 
voreed or who died years before. 

You all know, also, that we don’t have to find 
actual insanity in these families. There are 
many people with equivalents of insanity. For 
instance, there is the crank and the man who 
drinks hard in sprees, and there is the hobo, and 
the religious fanatic, and the ne’er-do-well, the 
mystic, the criminal, the violent reformer, and 
the blatant politician. 

Some of these nervous patients who give us 
so much trouble are physical weaklings, and 
some are mental weaklings, but others are splen- 
didly built and some are mentally brilliant and 
very able. Some of them have never been able 
to do a day’s work. Some have been frail all 
their lives. Some have severe headaches, eye 
strain, and indigestion, and the women often 
have terrible menstrual storms. I don’t like to 
call these people constitutionally inferior, but 
I call them constitutional inadequates because 
I think this expresses the situation better. They 
are inadequate to stand up to the strain of life. 

These people constitute one of the menaces to 
civilization. In generations past, they fell by 
the wayside and died because there was nobody 
to look after them. To-day, by the millions, 
they are coming under government care; mod- 
ern sanitation is keeping them alive. They all 
have votes and in the future they will see to it 
that those of us who can make a living shall 
give an even larger share of our earnings to 
those who cannot. Eventually we will have to 
find out how many people can be on doles of 
some kind without ruining the finances of a 
eountry. It is a terrible problem that our chil- 
dren must work out. 

Perhaps more than half of the patients whom 
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I see fall into this type. They constitute a tre- 
mendous financial problem for the physician 
because most of them have very little money; 
some of them have no money at all, and never 
did have any; they cannot fall back on their rel- 
atives because they also are constitutionally in- 
adequate, and have very little money. They 
take up a tremendous amount of time which 
many cannot pay for, but still we must try to 
help them because they suffer so much, and 
many of them are lovable characters. I have 
spent countless hours with them trying to show 
them how to live more comfortably with their 
handicaps. We can’t make them over. As I 
often say, there is no operation that will change 
a Pomeranian into a bulldog. 


These people go to pieces under any excite- 
ment and they suffer particularly with any 
break in the day’s routine. I have yet to find 
a good description of them and their problems 
in the medical literature. I got most help from 
reading the life of Charles Darwin. There I 
found the story of a typical constitutionally in- 
adequate man with a wonderful brain but a 
nervous system that could not stand the strain 
of life. The least excitement would start him 
to vomiting. He would lose a night’s sleep and 
he might be entirely useless for several days 
afterward. Whenever he asked friends to his 
house, he always asked two or three at a time 
so that if he went to pieces and had to retire, 
the friends could amuse each other. If he had 
to address a scientific audience, he would vomit 
for a week or so afterward. 


Darwin’s organs must have been pretty 
sound because he lived until he was seventy- 
three. He then died after a few days of angina 
pectoris. You may ask, then, why was Darwin 
so frail? There was nothing in his early life 
to break him down. He was well off financially ; 
he had no worries of any kind, he was happily 
married. I have read everything I could find 
on the Darwin family and, just as I expected, I 
discovered that one of his uncles committed sui- 
cide while in a state of depression ; another uncle 
suffered terribly with what seems to have been 
a combination of melancholia and mucous co- 
litis. Several of Darwin’s children inherited 
his tendency to a weak nervous constitution. 
Some died young, being apparently too frail 
to live. 


Hence it is that more and more often now I 
ask the constitutionally inadequate person of a 
certain type about his family. I don’t ask 
about insanity because that would frighten him, 
but I ask if any one ever had a bad nervous 
breakdown. I ask also if any relative drank 


to excess or had fits, or was a curious crank. 
Often the patients will lie in order to conceal 
such a family history. 

A few weeks ago I tried hard to dig a story 
of insanity out of a woman who obviously was 


in a nervous breakdown of the type that we see 
in the relatives of the insane. She maintained, 
until the last day, tlfat all of her relatives were 
perfectly normal when on walking out of the 
door, she said, ‘‘I guess you are right, Doctor; 
I will know how to fight this thing now. Mother 
was depressed this way and had to be in a san- 
atorium for five years after the menopause.’’ 


One of the most essential things with these 
people is to recognize the fact that even when 
you find gallstones or big tonsils or a fibro- 
myoma of the uterus, these lesions cannot pos- 
sibly explain the bad mental situation. 


I feel that we physicians must avoid opera- 
tions on these people for several reasons: first, 
because an operation will probably not do 
the patient any good, and secondly, because it 
may do great harm. A useless operation can 
bring the surgeon no eredit, and it also gives 
modern medicine a black eye. Often, as I have 
already pointed out to you, the surgeon who 
operates on a patient unwisely is so annoyed 
and hounded by the complaints of the invalid 
that he comes to curse the day when he was so 
foolish as to operate. 


Often, also, it is our duty to conserve the 
financial resources of these poor people. <A psy- 
chopathic woman can keep her husband in 
debt for surgeons’ and hospital bills for years, 
or for all of his life, especially when the poor 
husband is a sympathetic, kindly man; I hate 
to be party to any further depredations on his 
pocketbook. Often I spend hours on his wife’s 
problem, not so much with the hope of helping 
her but with the hope of helping him. Often she 
has no sense, but he has. 

Sometimes we can save ourselves time which 
otherwise would be wasted. For instance, last 
Friday night as I was leaving the clinic to 
come here to talk to you, I saw a nice-looking 
young woman about thirty years of age who 
looked perfectly well. She came rather ex- 
pecting to have an operation done on her pelvic 
organs because this had been recommended by a 
surgeon in her home town. Her wise old 
family doctor had objected, and had sent her 
for a third opinion. <A few years before, a 
number of nervous symptoms had appeared; 
feelings of fatigue and abdominal discomfort. 
The appendix had been removed and when this 
did no good, the gallbladder had been removed. 
If anything, she had been worse, and the next 
suggestion had been that she have the uterus 
operated on. This is the story that I dug for 
and got. The troubles began when the hus- 
band died. She was left ‘‘sort of lost’’ so that 
it had been almost impossible for her to pick 
up the threads of life again and carry on. Then 
she became happier over an engagement to a 
nice man, but a day or two before their wed- 
ding day, he was killed in an automobile acci- 
dent. With that, she went to pieces; she shut 
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hers 21f up in her apartment and began to drink 
from a pint to a quart of whiskey daily. She 
feels there is nothing left in life, and what is 
the use of trying to do anything about it? The 
sooner she drinks herself to death, the better 
for all concerned. I asked her about her fam- 
ily and I was not encouraged about the situa- 
tion when I found that her father has been 
insane for the last ten years. There is not 
much heredity there to build on. 

Now what is the use of putting such a woman 
through a complete medical overhauling when 
she tells a story like that. As it turned out, 
she could not afford to pay anything for my 
consultation, and if I had kept her around the 
place for a week, the clinic would have been 
out another sixty dollars or more. What could 
one possibly do to such a woman in the way of 
operating that would do her anything but 
harm? All I could do for her was to advise 
her to go to the home of one of her sisters who 
is a sensible, kindly woman and who may be 
able to stop the drinking, and may be able to 
lead this girl to a new interest in life. 

I could go on for hours telling you about these 
patients and showing you that even the more 
able members of our profession fail often to 
recognize the situation that presents. Why? 
Because they will not take the time to get the 
history of a broken life. They say: ‘‘Go get 
a blood count and a set of x-ray films.’’ 

A while ago, I was in a big city and was asked 
to give a clinic. I said, ‘‘All right, bring me 
a gastro-intestinal problem.’’ So one of the 
clinicians brought in one of his patients. I 
looked at the record and found that this man 
of forty-three had suffered with a certain 
amount of hunger pain. Some of the physi- 
cians in town had advised cperation for duo- 
denal ulcer, but others had advised removal of 
the appendix. Many x-ray and laboratory ex- 
aminations had been negative. Fortunately, the 
man had refused the operations that had been 
offered him. I sat down and had a long chat 
with him. He told me I was the first physician 
who had spent that much time with him, or who 
had ever listened to his story. The important 
thing in his story was that he had not worked 
for four years because he was afraid of falling 
down on the job and losing his union eard. For 
eight years, he had worried without cause. His 
wife finally had to leave him. At times he was 
extremely depressed, and the only reason he 
had put off suicide was that he had to bring up 
a little motherless girl. He felt often that he 
would lose his mind and he liked best to sit all 
day in a darkened room with his head in his 
hands. Further questioning’ showed that his 
mother had been insane for years; his sisters 
were all psychopathic; his brothers were drunk- 
ards or criminals and one had died insane. <Ap- 
parently, he was the flower of his family. 

Here is a beautiful girl who comes from a 


year in a tuberculosis sanatorium. It is ques- 
tionable whether she ever had the disease be- 
cause the films do not show any scars. She was 
brought to me because she had a diarrhea which 
was supposed possibly to be of tuberculous ori- 
gin. As usual, her physicians, highly intelli- 
gent though they were, had depended largely 
on laboratory and x-ray findings in making the 
diagnosis. I don’t depend on these things. As 
you may have noted, I like to sit down and be- 
come acquainted with my patient. I want to 
know something about her life and I want to 
know all of the details about how her disease 
began and what seems to keep it up. So I said 
to her, ‘‘What do you mean by diarrhea? Do 
you have loose movements?’’ ‘‘No,’’ she said, 
**T would not say that. I just get spells when 
I go to the toilet repeatedly because it seems to 
me that I want to have a bowel movement, but 
often it is just gas and a little mucus. For in- 
stance, on the way to see you, I had to stop four 
times at the toilet simply because I was excited 
and nervous about the interview.’’ Then came 
out the fact that all of her life her digestive 
tract had been oversensitive to emotional or 
disconeerting events. When her husband was 
courting her, she had a difficult time because 
she would get to the head of the stairs on her 
way out for an evening, and would have to 
rush back once or twice to the toilet. I found 
also that this woman had been through a very 
difficult time. Her father, a charming, highly 
educated man, has been drinking himself to 
death, and this has upset her. She and her first 
husband did not get along well and the divorcee 
and arrangements about the children were very 
trying and upsetting to her. Her year’s illness 
and slight fever was probably a nervous break- 
down following this divorce. It is interesting 
also that this woman’s mother, who was an able 
musician, drank herself to death. 

Here comes a charming man who has writ- 
ten several interesting books. He is fifty-four 
years of age and he has had poor health all of 
his life. He is frail, thin, and dyspeptic, and 
has never been strong. He has terrible migraine 
at times. <A physician found gallstones which 
were removed, without effecting any improve- 
ment. The stones apparently were silent and 
of no significance. He is sensitive to many foods 
and I was able to help him a little by finding 
out for him which foods he should not take. The 
important thing is that if he works steadily for 
a while he becomes depressed and weak. His 
abdominal discomfort becomes unbearable. He 
has to stay in bed for a while and, for a month 
or more, he cannot do a stroke of work. His 
bowels become loose when he is trying to write. 
Laboratory examinations show nothing signif- 
icant. The essential point is that his father 
and mother were highly nervous and one was 
an epileptic. Another relative had severe mi- 


graine. His father’s sister was ‘‘not all there’’. 
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His great grandfather drank himself-to death. 

As Oliver Wendell Holmes would say, the only 
way to help such a man would be to select a 
different set of ancestors for him. 

Now the hardest job that we have to do often 
is to convince these people that their troubles 
are due to their congenital frailness and their 
highly sensitive nerves. It is an art which I 
have spent twenty years trying to learn. As you 
all know, it is very easy to ‘‘get in wrong’’ 
when one starts trying to tell these people that 
their troubles are purely functional. They re- 
sent the term nervousness and they feel in some 
way that such a diagnosis means that they are 
silly, and hysterical, and without good morals or 
judgment. Often, I have to explain to them 
that I myself, who am not obviously excitable, 
still feel that I am highly nervous because my 
internal organs are so very sensitive to fatigue 
or to emotional influences. 

Often, one of my younger colleagues will come 
to me and ask me to see if I cannot calm down 
some man or woman who is highly dissatisfied 
with the diagnosis made, deeply resentful, and 
very hard to deal with. I seldom have much 
difficulty with the people because I first try to 
convince them of my sympathy for them and 
of my understanding of the problem. I always 
try to make them see that I do not question for 
a moment the reality or the seriousness or the 
annoying nature of their symptoms. I tell 
them I would rather have a broken leg than go 
through what they are experiencing. Then I 
go on to study their life problem, and often the 
discussion of trials and unhappiness and strain 
and disappointment brings me and the patient 
closer together in sympathy and understanding. 
Then we talk over that problem and try to see 
if there is any way out. Sometimes, as in chess, 
there is no place where the knight can move 
where he won’t get taken. 


For instance, here is a highly intelligent neu- 


rotic Jewess with a so-called colitis. Some physi- 
cians have diagnosed duodenal ulcer which per- 
haps she has, but her real trouble is her great 
dissatisfaction with her marriage. It has 
brought her nothing but unhappiness, and she 
is anxious to separate from her husband. But 
what can she do? His business went on the 
rocks and he is working for a small salary. If 
they separate, there can be no alimony. They 
have a girl whom both love and she holds them 
together. The wife cannot return to her fam- 
ily because they have lost their money and be- 
sides ‘‘to live with her mother would drive her 
to drink’’. As long as she keeps threshing over 
the problem of a divorce it is useless to bother 
with doctors. Since there is no conceivable way 
out of the situation, she agrees with me that the 
only thing to do is to go back to her husband 
and try to live with him. 

I admit frankly that often we cannot do a 
great deal for these people. Sometimes, a pa- 
tient has said, ‘‘Why should I pay you when 
you did not cure me?’’ On looking over the 
record, I do feel for a moment much as she does, 
and then I note that she came because some- 
body else wanted to remove a normally function- 
ing gallbladder which has never produced colie 
and which certainly is not producing the symp- 
toms complained of. Then I say, ‘‘ Yes, I have 
done something for you for which you can never 
repay me. I have saved you from a needless 
operation and perhaps from a series of need- 
less operations.”’ 

Sometimes I feel that I have wasted much 
time with these people, but then again, when I 
think of the hundreds whom I have been able 
to help, those whom I have taught how to live 
comfortably with their handicaps and within 
their means of strength, I feel that this work has 
been worth while. I beg of you that more of 
you spend time generously in trying to help 
these poor people. They deserve better of us 
than we now often give them. 


“VITAMIN C” GINGER ALE 


Attempts to capitalize upon the public’s scanty 
knowledge concerning the réle of vitamins in nutri- 
tion and disease continue to be in evidence. Re 
cently the Blue Seal Extract Company, Boston, has 
circularized New Hampshire bottlers with a pro- 
posal to supply a special vitamin C-containing ex- 
tract for the manufacture of ginger ale. Such is not 
the first appearance of this sales scheme, and ap- 
parently it dies hard. 


According to the Blue Seal circular, “Vitamin C is 
one of the most essential things to life. If taken 
in the form of food or beverages, it supplies us with 
energy, gives us resistance to sickness and disease, 
and has a general up-lifting effect on the human 
system. We have so carefully blended it intu the 
extract that it produces a delicious refreshing pale 
dry ginger ale that will give zest and pick-up to the 
beverage in a most refreshing way, and you will be 
' gurprised at the smoothness it imparts to the bever- 
age for all purposes.” 


The foregoing is a fanciful statement. Either the 
Blue Seal Company is drawing upon its imagination 
or it has itself been imposed upon. On writing this 
concern for information we were informed that it 
was using a vitamin C preparation which it was 
purchasing from the Hibbard Laboratories, Cleve- 
land, Ohio. A letter addressed by us in turn to the 
latter was returned by the Post Office department 
stamped “unknown”. 


The gist of the matter is that whether or not this 
vitamin actually is being added to the product in 
question, it could not act in the manner claimed by 
the promoters, and we have sc advised our bottlers 
with the further advice that until such time as the 
distributors of preparations of this kind containing 
really substantial quantities of vitamin C are con- 
tent to rest their claims upon antiscorbutic value— 
as characterizing the dietetic value inherent in 
oranges, lemons and tomatoes—they should be given 
uo consideration.—C. D. H.—Bulletin, New Hamp- 
shire State Board of Health. 


NEW HAMPSHIRE SURGICAL CLUB—DYE 


NEW HAMPSHIRE SURGICAL CLUB 


MESENTERIC THROMBOSIS* 


BY W. J. PAUL DYE, M.D.t 


CCASIONALLY a case of mesenteric throm- 
bosis is encountered. Results of treatment 
of this disease have shown a very discouraging- 
ly high mortality rate in the past. Because the 
condition is generally an acute surgical emer- 
gency, the lack of success in its treatment ap- 
pears to be a challenge to all abdominal sur- 
geons. Surgery has been tremendously progres- 
Sive in its advance and in the excellent technical 
perfection and clinical results that have been ob- 
tained in many heretofore grave conditions. It 
is to be hoped that thought and consideration 
may be stimulated regarding the treatment of 
mesenteric thrombosis so that the mortality rate 
of ag serious affliction may perchance be low- 
ered. 

The first recognized case was reported by 
Tiedemann in 1843; and Virchow' gave a de- 
tailed pathologic report of thrombosis of the 
superior mesenteric artery resulting in infare- 
tion of the jejunum in 1847. Kussmaul and 
Gerhardt? in 1863 emphasized the clinical as- 
pects for the first time in medical history. In 
1913 Trotter? analyzed 360 cases from the lit- 
erature, including six of his own, and found 
that a preoperative diagnosis had been correct- 
ly made in but thirteen cases. To date about 
500 cases have been reported since Virchow’s 
original description in 1847 out of which thirty- 
five have survived whether operated on or not; 
showing an appallingly high mortality of 93 
per ‘cent. 

The superior mesenteric artery has been found 
to be involved about five times as often as the 
vein; and the superior artery approximately 
forty times more frequently than the inferior. 
However, the amount of intestine that is sup- 
plied by the superior is greater; being from the 
duodenum to the anastomosis with the inferior 
at the middle colic. 


PATHOLOGY 


As a general rule, the obliteration of an artery 
at any place in the body produces an anemic 
infarct of the area of tissue supplied by it; while 
the obliteration of a vein gives a hemorrhagic 
infarct. This type of reaction does not hold 
true in the case of mesenteric thrombosis. Re- 
gardless of the cause of the thrombosis or 
whether the artery or vein be involved, a hem- 
orrhagice infaret always occurs. The infarction 
is followed by peritonitis and the mucous mem- 
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brane of the bowel ulcerates and breaks down 
with hemorrhage into the canal. The mesentery 
becomes markedly swollen and edematous, and 
the intestine may perforate and cause peritoni- 
tis from macroscopic lesions. Extensive gan- 
grene may develop within forty-eight hours; and 
there may or may not be a distinct line of de- 
marcation of the gangrene. 

Various observations have been made in con- 
nection with experimental work: 


1. The lodgment of an embolus in a mesen- 
teric artery or vein may or may not produce 
an infarct; at times a collateral circulation has 
been found to have become established before 
any real infarction has developed. 

2. Slow closure of the lumen of a blood ves- 
sel by a thrombus may stimulate the formation 
of collateral circulation. Welch and Mall 
ligated the collateral circulation of the small 
intestine at the pancreatico-duodenal and mid- 
dle colic arteries in an experimental animal. No 
infarction happened as the superior mesenteric 
artery was still intact. However, they found 
that when the artery was compressed to one- 
fifth of its normal caliber, infarction began to 
occur. They gathered from this that in certain 
cases not developing a collateral circulation, such 
was due to the lack of blood passing through the 
part, from cardiac insufficiency with or without 
venous stasis. 


Three brief case reports show the method of 
operation in different types of pathology : 

1. Karcher’s‘ case: Primarily a case of en- 
docarditis, valvular heart lesions and cardiac de- 
compensation. The patient incidentally had a se- 
vere attack of abdominal pain with bloody diar- 
rhea, all of which subsequently subsided. After 
a typical cardiac death the postmortem showed 
obliteration of the superior mesenteric artery, 
with multiple infarcts throughout the liver, 
spleen and kidneys. There apparently had been 
an early infaretion of the small bowel which 
subsided because of the establishment of col- 
lateral circulation. Here the mesenteric throm- 
bosis was overshadowed by other overwhelming 
pathology, although caused by such, and did not 
in itself cause death. 

2. Councilman’s® 


The patient had 
symptoms of abdominal pain with obstipation 
and fecal vomiting suggesting intestinal ob- 
struction. Postmortem showed an atheroma of 
the superior mesenteric artery with incomplete 
blocking of the lumen of the vessel but there 
was no obvious infarction or other change in 
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serve to show that more blood is required to 
maintain peristaltic function than is necessary 
to support tissue life. The mechanism for 
mesenteric thrombosis was present but there 
was no infarction of the bowel and death was 
due to intestinal obstruction from paralytic 
ileus. This is the intermediate type with in- 
testinal obstruction as the overshadowing symp- 
tom and no marked pathology of the involved 
tissue. 

3. Reich’s® case: The patient was operated on 
for intestinal obstruction but no pathological 
change was found and the persistent symptoms 
were not relieved by colostomy or ileostomy. 
Subsequent postmortem revealed arteriosclerosis 
of the aorta, partial thrombosis of the superior 
mesenteric artery and infarction of 80 em. of 
jejunum. At the time of the original laparotomy 
the thrombosis was present and had caused ileus 
but no pathological change of the bowel was 
found; subsequently came infarction because of 
inability to form collateral circulation. 


The etiology may be listed as follows: 
I. Arterial Occlusion. 
1. Embolus followed by thrombosis; or 
embolus or thrombosis alone: 
a. From vegetations of heart valves. 
b. From atheromatous plaques. 
e. Breaking up of thrombi in the au- 
ricles or ventricles of the heart. 
II. Vein. Generally from injury or infare- 
tion or both. 
1. Crushing or ligating appendicular 
veins at operation. 
Pelvie surgery in the presence of ad- 
hesions. 
Splenectomy. 
Volvulus. 
Intussusception. 
Strangulated hernia. 
Extension from splenic or _ portal 
veins. 


The primarily arterial and venous types dif- 
fer clinically; the arterial being marked by 
sudden, severe symptoms of abdominal pain; 
the venous being slow in onset with gradually 
progressing symptoms. 


CONCERNING DIAGNOSIS 


The history may be of help in some instances. 
An etiology of heart disease, arteriosclerosis, 
previous operations or conditions as cited above 
may give a definite clue. 

The symptoms generally consist of a constant 
type of pain which at first is wave-like and 
paroxysmal, localized to some part of or gen- 
eralized to the whole of the abdomen, which 
gradually becomes the persistent pain of perit- 
onitis. Vomiting is frequently present; first 
reflex, then obstructive, then due to the para- 
lytic ileus of peritonitis. At the start, the vom- 


itus contains stomach contents; later definite 
hematemesis is observed in the cases where there 
is definite infarction of the small bowel. Con- 
stipation or obstipation is present when there 
is severe destruction of the mucosa or in paresis 
of the bowel with or without tissue destruction. 
Melena is seen in the more severe cases; being 
reported present in forty-one per cent of known 
cases. 

Examination shows that the temperature may 
at first be subnormal; rising later if there is a 
peritoneal transudate, exudate or peritonitis. 
The abdomen is generally diffusely tender; 
sometimes accentuated in some one area. A 
mass may be palpated due to edema of the 
mesentery. Gradual abdominal distention, 
sometimes with shifting dullness in the flanks 
due to fluid usually ensues. Auscultation of the 
abdomen shows gradually decreasing peristal- 
sis due to paresis of the bowel and the onset of 
peritonitis. There is usually a leucocytosis of 
20,000 with eighty-five per cent polymorpho- 
nuclear leucocytes or more. 

According to Gerhardt, who first described 
the clinical symptomatology of mesenteric 
thrombosis in the literature, a typical case 
should present the following: Definite etio- 
logical cause for an embolus or thrombosis, in- 
testinal hemorrhage, paroxysmal abdominal 
pains, fluid in the abdomen, subnormal temper- 
ature, the palpation of a mass, and the finding 
of blood in the vomitus and stools. 

The differential diagnosis concerns _ itself 
largely in discriminating between mesenteric 
thrombosis and the following: Ruptured ap- 
pendicitis, volvulus in older people, and intus- 
susception. In perforated appendicitis, the 
temperature is usually higher at the start, the 
vomitus contains no blood and there is no 
melena, and shock is a less constant symptom. 
Volvulus in older people shows no antecedent 
cause for an embolus and there is no hematom- 
esis or melena. Intussusception in children 
yields usually a palpable tumor that has a typi- 
eal ‘‘head’’; there may be melena but not 
hematemesis. 

It is seen, therefore, that without a definite 
etiological factor or the presence of blood in the 
vomitus and stools, the diagnosis of mesenteric 
thrombosis, per se, is extremely difficult; clin- 
ical experience alone may be the saving grace 
in doubtful cases. 

The prognosis in cases of mesenteric throm- 
bosis quite naturally depends on the extent of 
the thrombosis, early recognition and treat- 
ment. The course of the disease is usually rap- 
idly downhill with a rising temperature, col- 
lapse and peritonitis. Sixty per cent die the 
first week. The literature, in general, gives a 
mortality of ninety-three per cent. 

The majority of prominent surgeons during 
discussions state that in their personal experi- 
ence the disease is practically one hundred per 
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cent fatal. The operative procedure almost 
invariably used has been wide and immediate 
resection of the affected bowel with or without 
intestinal anastomosis at the same time. Pa- 
tients, as a rule, have either died on the oper- 
ating table or within the first twenty-four hours 
following surgery. In the literature the cases 
reported as recoveries have been those that 
have been operated on very early in the course 
of the disease. However, mesenteric thrombosis 
is usually not diagnosed early and when the pa- 
tients come to operation their general condition 
does not always safely warrant the shock of a 
resection with or without immediate anasto- 
mosis. 

Two case histories may serve to indicate the 
advisability of other types of operation or, in 
the future, suggest better procedures. 


Mr. E. T., aged forty-five, a bank executive, was 
first admitted to the Huggins Hospital, Wolfeboro, 
N. H., on April 10, 1933 at 8:00 P. M. For the pre- 
vious twelve hours he had had a severe dull aching 
pain in the abdomen below the umbilicus, gradu- 
ally becoming more localized to the right lower 
quadrant. This was sudden in onset and became 
progressively more severe in persistence and in- 
tensity. Six hours after onset, he vomited and was 
continually nauseated and vomited several more 
times between then and the time of admission to 
the hospital. The vomitus did not contain any gross 
or microscopic blood, and the guaiac test for blood 
was negative on all occasions. S. S. enemas given 
at 4:00 P.M. and again at 8:00 P.M. gave fair gas 
and fecal results but no obvious blood. There had 
never previously been any similar attacks. The pa- 
tient’s general health had always been excellent. 
W.B.C. at 6:06 P.M. was 17,000; one hour later it 
had risen to 21,000 with 86 per cent polymorpho- 
nuclear leucocytes on differential count. 

Physical examination showed a temperature of 
100°, pulse 110 somewhat thready in character; 
definite muscular spasm of the whole of the lower 
abdomen, with tenderness throughout, but defi- 
nitely most pronounced on palpation over McBur- 
ney’s point. The heart and lungs were normal and 
the blood pressure was 115/70. 

A diagnosis of probable fulminating appendicitis 
was made and an immediate laparotomy done. The 
only pathological change found was a gangrenous 

of ileum about_six inches long with correspond- 
ng thrombotic vessels embedded in a markedly edem- 
atous mesentery lying directly over the cecum. 
From the start of the operation the patient’s pulse 
averaged around 120 and became even more thready 
at the time the gangrenous loop of bowel was de- 
livered through the incision. It seemed indicated 
to do some less shocking procedure than a resection. 
Accordingly, a side-to-side, short-circuiting anasto- 
mosis using good bowel well beyond the gangre- 
nous portion was done and the affected loop with 
its mesentery was exteriorized by suturing the perit- 
oneum, fascia and skin below, around and under 
it. An immediate postoperative clysis of 2,000 cc. 
of 2% per cent glucose in normal saline solution 
was given with orders of nothing by mouth, and 
morphia gr. 1/6 s.c. q. 3h. p.r.n. given freely. The 
postoperative condition was good; the pulse had 
quieted down to 100 and was of better quality. 

Next day there was little abdominal distention, 
the temperature was 100.2°, pulse 110, and W.B.C. 
13,200; no nausea or vomiting, and peristalsis was 
audible throughout the abdomen with the stetho- 
scope. The patient did well until the fourth morn- 


ing postoperatively when abdominal distention was 
noted; the temperature rose from 99° to 106° in 
twelve hours’ time; vomiting of fecal material oc- 
curred and he soon expired. The lower end of the 
incisional wound was opened and more gangrenous 
bowel was found below the level of the peritoneum. 


_It was encouraging that this patient lived 
four days; presumably the same result would 
have occurred had a-resection been feasible at 
the time of the original operation; that is, 
gangrenous involvement of other bowel that had 
appeared normal to inspection and palpation at 
the time. Perhaps this type of operation may . 
again be useful and result successfully in a late 
ease that is a poor surgical risk; at least it 
seems to be one of the least shocking of any op- 
erative procedure in present use for the malady. 

Green and Allen’ of Independence, Missouri 
recently reported a case of mesenteric throm- 
bosis with recovery. The patient was a grad- 
uate nurse aged twenty-four years, who had a 
sudden violent attack of abdominal pain one 
year after a routine appendectomy. The ab- 
dominal symptoms became more severe under 
symptomatic treatment for three days. Trans- 
fusion followed by laparotomy was done as a 
last expedient although the patient’s general 
condition was poor. Mesenteric thrombosis 
with gangrenous ileum to the left of the spinal 
column was found. The bloody purulent ma- 
terial was cleared away, and the affected bowel 
and mesentery isolated with gauze packs. Payr 
clamps were then applied proximally and distally 
with wide margins of healthy tissue and the in- 
volved portion of bowel and mesentery resected 
with cautery, and mesenteric vessels ligated. 
Payr clamps holding severed bowel edges were 
placed on the abdomen in favorable positions. 
The wound was left wide open; gauze packs were 
placed 1 cm. under the edges of the parietal 
peritoneum all around the wound, and the center 
filled snugly with gauze. This packing was 
washed out thoroughly every day with a 1 per 
eent Dakin’s solution for three days; then re- 
moved and replenished with fresh gauze under 
gas-oxygen anesthesia. The Payr clamp was re- 
moved from the proximal bowel in thirty-six 
hours ; the distal clamp was left indefinitely, and 
when removed, rubber tubes were placed joining 
the upper and lower bowel segments. The pa- 
tient was treated thus for five weeks when a uni- 
formly granulating surface presented. Then a 
lateral anastomosis was done and the peritoneal 
cavity and as much of the granulating abdom- 
inal wall as possible were closed. <A fairly rapid 
recovery ensued. 

In this instance a multiple stage operation 
with adequate peritoneal drainage proved quite 
effective in a late case. 

In all cases of mesenteric thrombosis having 
surgical intervention, the postoperative care 
should also be emphasized. Important points 
concerning such, include blood transfusions. 
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maintaining normal levels of chlorides, dextrose 
and adequate water balance with clyses or in- 
fusions. 


SUMMARY 


1. Mesenteric thrombosis is a serious and 
usually fatal disease; the literature listing an 
approximate mortality of 93 per cent. 


2. A source of etiology such as some form of 
heart disease favoring the formation of emboli; 
arteriosclerosis; or previous surgical injury to 
large intra-abdominal veins may sometimes ‘be 
noted clinically. 

3. The diagnosis is exceedingly difficult. 
Severe abdominal pain followed by hematemesis 
and melena, the palpation of a mass, and a leu- 
cocytosis of 20,000 with 85 per cent polys or 
more are the main points to be observed. With- 
out the presence of blood in the vomitus and 
stools, intestinal obstruction, gangrenous appen- 
dicitis, volvulus, or intussusception may be rea- 
sonably suspected. 

4. The prognosis depends upon the amount 
of functional disturbance, tissue destruction 
and upon the early diagnosis and treatment. 
Surgical intervention seems to offer the best 
possibility of success. 

5. Cases that are operated early and in which 
the general condition of the patient is good 
call for an immediate resection of the affected 
bowel and mesentery followed by an intestinal 
anastomosis. 

6. Inasmuch as the diagnosis is difficult, the 
course of the disease is rapidly progressive and 


surgical intervention is accordingly undertaken 
late when the patient’s general condition is 
poor; some form of multiple stage operation 
seems to be the safest and most effective pro- 
cedure. 

7. Emphasis regarding postoperative treat- 
ment should also be placed upon the use of 
blood transfusions, hypodermics of morphia 
given freely, nothing taken by mouth until in- 
testinal peristalsis is reéstablished and the main- 
tenance of adequate levels of dextrose, chlorides 
and water balance by the aid of clyses and in- 
fusions. | 
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Report 


THE PREVENTION OR POSTPONEMENT OF DEATH 
FROM HEART FAILURE* 


BY C. SIDNEY BURWELL, M.D.t 


HE hope of preventing disease is one of the 


earliest of medical aspirations. Neverthe- 
less, it was only a hundred years ago (and only 
thirty years before the birth of Dr. Cutter) that 
Laennee defined the objectives of our profession 
without mentioning the idea of prevention. 
“‘The aim of medicine,’’ said this eminent physi- 
cian, ‘‘is the cure of disease.’’ 

The century that has elapsed since this pro- 
nouncement has seen a large advance in the un- 
ders‘anding of disease processes. This advance 
has led to an increase in our ability to control 
disease and to achievements in its actual pre- 
vention that capture the imagination. These 
achievements have been followed, naturally 
enough, by a change in the practice of medicine 
and by a change in the point of view of the 


*The Cutter Lecture on Preventive Medicine, Harvard Medical 
School. 

From the Department of Medicine of the Vanderbilt University 
Medical School. 

+Burwell, C. S.—Professor of Medicine, Vanderbilt University 
Medical School. For record and address of author see ‘This 


Week’s Issue,’”’ page 123. 


physician. In 1934 Sir George Newman can 
say: ‘‘The ideal of medicine is the prevention 
of disease, and the necessity for curative treat- 
ment is a tacit admission of its failure.’’ 

To point out thus the differences in these two 
concepts of the function of medicine may sug- 
gest that there is some incompatibility between 
these two objectives, prevention and cure. Noth- 
ing, of course, could be farther from the truth. 
Preventive activities and curative activities are 
directed at common enemies—disability and pre- 
mature death. 

Among the causes of death heart disease 
stands first; it ranks high as a cause of dis- 
ability. It is sometimes said that it is not pos- 
sible, in the present state of knowledge, to make 
an effective attack on this greatest cause of 
death. In this lecture it is proposed to attempt 
a formulation of the general problem of heart 
disease and to consider the possibility of useful 
preventive activity in connection with it. 


VOL, 212 
NO. 3 


PREVENTION OF DEATH FROM HEART FAILURE—BURWELL 


109 


CHANGING VIEWS OF HEART DISEASE 


Modern concepts of heart disease may be said 
to have begun with the investigations of the 
great morbid anatomists, the clinicopathologic 
school of the late eighteenth and early nine- 
teenth centuries. These workers naturally 
thought of heart disease in terms of valvular de- 
formities, of hypertrophy, of pericarcial fibro- 
sis, of inflammation, and of aneurysms. Physi- 
cal signs were found, and means of physical ex- 
ploration were devised, which made possible the 
recognition of many of these structural changes 
during life. However, such an anatomical con- 
cept of heart disease offered little basis for hope- 
ful treatment and the physicians’ ‘‘wish to heal 
as well as to eclassify’’. 


A fruitful field for therapy was found in the 
concept of functional diagnosis. Physiology 
was advancing, and wise clinicians like James 
Hope® were thinking about changes in the funce- 
tion of the heart which come about as a result 
of its injury by disease. Th. idea arose that 
functional changes might precede gross and ir- 
reparable anatomic changes, and that alterations 
in function which produce discomfort or dan- 
ger might be favorably influenced by treatment. 
This concept of ‘‘functional diagnosis’’ has been 
of particular importance in the latest period of 
the study of heart disease. A considerable pro- 
portion of our therapeutic efforts in connection 
with cardiac abnormality is directed toward dis- 
ordered functions of the heart, including such 
manifestations as irregularity, pain, and failure. 

These advances of the last century or so in 
our knowledge of anatomical and physiological 
abnormalities of the heart have been brilliant 
and of great value. Their very brilliance may 
blind our eyes to the fact that they tell us noth- 
ing about the main problem—the ultimate causa- 
tion of the heart disease. Control of almost any 
disease requires some knowledge of its cause. 
Thinking about the prevention of heart disease 
tends to turn our attention away from its im- 
mediate and obvious manifestations and to fo- 
cus it upon the underlying and causative disease 
process. Knowledge of the etiological factors 
involved in heart disease is still only frag- 
mentary, but during the last twenty years many 
contributions to this knowledge have been made. 
It is now possible to recognize several groups of 
diseases which injure the heart and to think of 
heart disease in terms of its cause as well as in 
terms of the alterations in structure and func- 
tion which are associated with it. 


On the basis of these three concepts a given 
patient with heart disease may be classified in 
terms of structural change, in terms of func- 
tional disorder, and in terms of causative disease 
process. It would be possible to discuss the 
problem of heart disease from the points of view 
of these three diagnostic subdivisions. We shall 


gain a more nearly precise idea of the prob- 
lem, however, by first making some observations 
upon the natural history and course of heart 
disease. 


THE COURSE OF HEART DISEASE 


The various groups of etiological factors, di- 
verse as they are, exhibit certain similarities in 
their effects upon the heart. First, they injure 
the essential muscle of the heart pump directly, 
and secondly (and chiefly), they work evil by 
imposing upon the heart muscle continuous and, 
in the long run, insupportable overwork. They 
impose their burden mainly by causing condi- 
tions such as valvular disease or increased vas- 
cular resistance. The heart is an organ of 
enormous patience and durability and it com- 
monly survives this overwork for years, often 
for decades, but eventually it may meet defeat. 
Its final surrender is marked by a group of signs 
and symptoms which we recognize as indicating 
heart failure. Heart failure is the usual cause 
of death in heart disease. 


Thus, in a general way chronic heart disease 
may be said to consist of three stages or periods, 
namely, a period of injury, when the causative 
disease is active; an asymptomatic period, when 
heart disease is clearly present but during which 
it produces no symptoms; and a period of symp- 
toms in which changes in the essential functions 
of the heart lead to disabilities and eventually 
may résult in death. This period of symptoms 
in turn may be divided into two stages: a stage 
of diminishing cardiac reserve and a stage of 
congestive failure. 


A patient may be cited to illustrate this divi- 
sion of the course of heart disease into arbitrary 
periods or stages. 


H. M. was the son of a physician, and he lived 
in the mid-portion of Pennsylvania. At the age 
of nine years he had a severe bout of rheumatic 
fever. A second attack of rheumatic fever oc- 
curred at eleven, and a third at twelve years. 
Thereafter there were no manifestations which 
could be construed as indicating active rheu- 
matic fever. We may refer to these three years 
as comprising the period of injury. Some 
months after the third rheumatic episode he was 
found to exhibit clear signs of valvular disease. 
At this time he presented no symptoms or signs 
of disordered cardiac function. At his father’s 
request he refrained from the more strenuous 
varieties of sport, but with this exception he 
led an essentially normal life. He selected an oc- 
eupation which permitted him to fulfill the hun- 
dred year old recommendation of James Hope 
for ‘‘a tranquil life, with respect both to the 
body and ‘the mind,’’ and he settled, on his 
father’s advice, in a city noted for the mod- 
erate temper of its climate. This essentially 
normal life, this freedom from cardiac symp- 


110 


PREVENTION OF DEATH FROM HEART FAILURE—BURWELL 


N. E. J. OF M. 
JAN. 17, 1935 


toms, endured for over eighteen years. We re- 
fer to this term of years as the asymptomatic pe- 
riod. 


Then he lost his job and felt forced to attempt 
what for him was unsuitable and excessive work, 
involving physical strain and severe exposure. 
Some months later he was conscious of a de- 
crease in his tolerance for work. He began to 
suffer from dyspnea upon the performance of a 
degree of effort previously accomplished with 
ease. Then he observed that his feet were often 
swollen, especially at the end of the day. Ex- 
amination at this time showed a considerable en- 
largement of his heart. At thirty-two, following 
an attack called influenza, the full blown pic- 
ture of failure with congestion developed. At 
thirty-three, he died a ‘‘cardiae’’ death. These 
three years we designate the period of symptoms. 


In the case of many patients, of course, such 
a succession of stages is less clear. For example, 
the period of injury may never end and may 
coincide throughout with the other two periods. 
Such simplifications are artificial but often help- 
ful in visualizing the course of disease and in 
working out a plan of management. 


THE PREVENTION OF DEATHS FROM HEART 
FAILURE 


If one thinks of heart disease in terms of these 
three periods it is obvious that there are two 
lines of action, either of which if successfully 
followed would tend to prevent deaths from 
heart failure. These are as follows: 


1. The prevention or control of the disease 
processes underlying heart disorders. 

2. The prevention or relief of heart failure 
itself. 


THE CONTROL OF THE CAUSES OF HEART DISEASE 


We consider now the main groups of condi- 
tions believed to underlie heart disease, with a 
view to estimating the possibility of their con- 
trol. It is clear that although the incidence of 
the several types of heart disease varies with 
the times, with race, with geographical location 
and with mode of life, yet in all groups in the 
United States the chief causes are similar. In 
brief, it appears that something over 80 per cent 
of the chronic heart disease is due to three great 
underlying causes: syphilis, rheumatic fever, and 
the so-called hypertensive and vascular diseases. 
Taking the country as a whole it appears that 
we may ascribe about 10 per cent of the heart 
disease to syphilis, perhaps 20 per cent to rheu- 
matic fever, and some 50 or 60 per cent to that 
group of miscellaneous and poorly understood 
diseases which in our ignorance we lump to- 
gether (as our forefathers lumped the fevers) 
under such terms as hypertension, arteriosclero- 
sis, vascular degeneration, and the like. 


These three groups of conditions differ in their 
susceptibility to control. Knowledge is avail- 
able and methods are known which if properly 
applied would prevent a considerable proportion 
of the heart disease due to syphilis. There is 
evidence to indicate that if a high proportion 
of patients with syphilis were treated adequate- 
ly in the early stages two desirable results would 
accrue, the occurrence of syphilitic heart disease 
in these patients would be diminished and the 
incidence of syphilis in the community would 
fall. The adequate treatment of early syphilis 
is not only a curative procedure but also a pre- 
ventive one, directed toward reducing the spread 
of the disease in the community and the de- 
velopment of late complications in the individual. 
To secure early and adequate treatment for 
every infected person is a public health prob- 
lem of some magnitude but there is nothing to 
indicate that it is insoluble. Whatever plan of 
compaign against syphilis may eventually be 
adopted, every patient with early syphilis who 
consults a physician offers him an opportunity 
to prevent heart disease in a direct and impor- 
tant way. 


In spite of the rapid accumulation of informa- 
tion about rheumatic fever we still have no pre- 
cise knowledge of its cause or of specific meas- 
ures by which we can prevent it or even cure 
it. However, in the individual patient much 
can be done to decrease the number of recur- 
rences and to minimize the injury to the heart. 
The judicious use of rest and the influence of 
climate, and a realization of the danger of re- 
eurrence that lies in acute respiratory infec- 
tions may make the difference between disabil- 
ity and health. Here again the responsibilities 
and activities of the practicing physician are 
chiefly those of prevention. 

Heart disease which results from hyperten- 
sion or arterial disease is at once the most fre- 
quent and the most discouraging variety. In 
hypertension and arterial degeneracy we deal 
with conditions we do not understand, the causes 
of which are still unknown. It appears that con- 
stitutional factors are concerned and we have 
some knowledge of trigger factors (such as 
obesity, emotional tension, and the menopause) 
which may set off the mechanisms which lead 
to persistent hypertension. Concerning the 
mechanisms themselves we are still much in the 
dark. We do our best to supply helpful régimes 
for individual patients, but our most hopeful 
procedure is to encourage competent investiga- 
tion into the intricate and vital problems of hy- 
pertension and arterial disease. 

There is another cause of heart disease which 
is subject to control. This is thyrotoxicosis. The 
danger of permanent injury to the heart em- 
phasizes the importance and usefulness of the 
early diagnosis and treatment of thyrotoxicosis. 
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On the whole, however, we are driven to the 
gloomy conviction that except in the case of 
syphilis, effective control of the chief causes of 
heart disease is at present beyond our power, al- 
though many modifying influences of a beneficent 
type do exist and may be utilized. 


THE TREATMENT OF HEART FAILURE 


Our second line of aetion is the direct thera- 
peutic attack on congestive heart failure. In 
the last decade our knowledge of the genesis, 
the mechanism, and the effects of heart failure 
has gone steadily forward, largely as a result of 
the application of exact methods of observation 
to patients exhibiting heart failure. It is found 
that, in general, all successful therapy of heart 
failure acts by resting the heart. This rest may 
be brought about by reduction of the heart’s 
work (e.g., by bodily rest, sleep, diminution of 
heart rate, or thyroidectomy), or by improve- 
ment in efficiency (as when digitalis acts direct- 
ly on the heart muscle, strengthening it so that 
it can perform its task with shorter initial fiber 
length and therefore with less expenditure of 
energy). This advance in knowledge has led to 
an increase in our ability to cope with this fa- 
miliar and disturbing condition. 

Treatment of’ congestive heart failure is often 
successful and encouraging, for a short while. 
Oceasionally it is possible to manage so well 
that such a patient may have years of comfort, 
but as a rule (in spite of new knowledge) when 
a patient with chronic heart disease develops 
the classical evidences of congestive heart fail- 
ure he is sentenced to death. We may secure 
a reprieve, but he will rarely be pardoned. 

Besides the somewhat bitter lessons of experi- 
ence with patients there are some theoretical 
reasons for believing that, in mast cases, heart 
failure is associated with irreversible changes in 
the myocardium, changes which no treatment 
now known can be expected to alter. The direct 
attack on failure is then not to be expected to 
offer an acceptable solution of the problem of 
heart disease. 


THE PREVENTION OF HEART FAILURE 


Fortunately our survey of the course of heart 
disease reveals one more possibility for useful 
activity. The interval elapsing between the ac- 
quisition of heart disease and the development 
of symptoms which limit the patient’s activities 
and happiness has been designated the asymp- 
tomatic period. The duration of this stage is not 
fixed but varies within wide limits. In one ease 
there may be no such period, in another it may 
last for decades. During this period, whatever 
its length, the patient is not disabled. One who 
watches patients over periods of years is struck 
by the fact that some persons with obvious heart 


lives for many years. This conviction has re- 
cently been supported by the careful work of 
R. T. Grant’, who made a study in prognosis in 
which he followed for ten years the after his- 
tories of a thousand men with heart disease. It 
appears from this study that the outlook for 
these patients is less gloomy than it is usually 
thought to be; more than half survived the ten- 
year period and many of the after histories are 
summarized as ‘‘uneventful and unchanged’’. 
Moreover, in the majority of those who died 
during the ten-year period there was not a 
steady progression downward but the situation 
remained essentially unchanged until the onset 
of congestive heart failure. 


These observations lead us to consider the 
factors which, by reducing the cardiac reserve 
or by precipitating the onset of heart failure, 
may influence the duration of the asymptomatic 
period of heart disease. 

It is to be expected, and it turns out to be 
true, that an important factor in the progres- 
sion of heart disease is the degree of activity or 
advance of the original causative process. The 
recurrent activity of rheumatic fever, the per- 
sistence of elevated blood pressure, the progres- 
sion of syphilitic mesaortitis, or the advance of 
arterial degeneration, may determine the dura- 
tion of the asymptomatic period. Our first ob- 
ligation then is to proceed (if we can) against 
these primary processes, carefully weighing the 
perils of action against those of inaction. Fur- 
ther, these disease processes may develop in pa- 
tients who already have heart disease on the 
basis of some other primary cause, serving in 
this instance perhaps to precipitate the onset of. 
severe symptoms. For example, there is a defi- 
nite group of patients with rheumatic valvular 
disease who suffer little or no handicap until 
they develop hypertension, or coronary arterio- 
sclerosis, or thyrotoxicosis. In such a patient 
the early recognition and early treatment of 
even mild thyrotoxicosis may prevent the pre- 
mature development of cardiac failure, and may 
well be the most important act of the physician 
in postponing the date of onset of cardiac dis- 
ability and in prolonging the patient’s life. 

In addition to these processes which can cause 
heart disease alone or in combination there is 
a group of conditions which are not, save in ex- 
eeptional instances, capable of causing heart dis- 
ease by themselves, but which are quite capable 
of making it worse when it is already present. 
Our present knowledge of these conditions has 
been obtained by several quite different lines of 
investigation. 

In the first place is the long list of observa- 
tions made by many students of heart disease 
(from James Hope* to Paul White’, R. T. 
Grant®, Carey Coombs’, and Vaquez’) who have 
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and have noted the effect on the course of their 
lives of various intercurrent influences. The ac- 
cumulation of these observations has gone for- 
ward for upwards of a hundred years and while 
their interpretation in a given case may be open 
to some doubt, collectively they are certainly 
significant. 

The second line of investigation which has 
thrown light on these precipitating factors is 
the study of influences affecting the course of 
heart failure already established. They are ex- 
emplified by the recent investigations of Harri- 
son and his colleagues into the factors leading 
to exacerbation or improvement in the symptoms 
and signs of heart failure. 

A third type of evidence is that afforded by 
the extensive research of the last ten or fifteen 
years into the factors influencing the work de- 
manded of the heart. Many of these highly 
significant researches have been concerned with 
the cardiae output (the amount of blood actu- 
ally pumped by the heart) under various condi- 
tions (Grollman‘*). Others, including the ex- 
tensive observations of Blumgart and Weiss’, 
have dealt with the actual velocity of blood flow. 
Still others have dealt with increased vascular 
resistance. These last include not only the in- 
numerable studies of systemic hypertension, but 
those which bear on the role of increased re- 
sistance in the pulmonary circuit in adding to 
the work of the right ventricle. 

These three lines of investigation tend strong- 
ly to support each other. On the basis of a com- 
bination of evidence we may make a list of con- 
ditions which may be shown: 

1. To inerease the work of the heart. 

2. To increase the severity of heart failure 
already present. 

3. To act as factors tending to precipitate 
heart failure in patients with heart disease in 
the asymptomatic stage. 

The list of chief offenders is as follows: 

I. Infections (especially respiratory infec- 
tions), or any mechanism resulting in 

a. fever, 
b. tachycardia, 
e. cough. 
II. Abnormal rhythms leading to 
a. tachycardia, or 
b. pulse deficit. 


III. Anemia. 
IV. Obesity. 
V. Pregnancy. 


VI. Persistent emotional stress. 
VII. Physical exertion beyond the capacity of 
the individual. 


It is, of course, well known that acute infec- 
tions may act to precipitate failure in patients 
with heart disease. One need only refer to the 
death rate from heart failure during the in- 


fluenza pandemic of 1918 or to the increased 
number of patients with heart failure one sees 
during the winter months as compared with sum- 
mer. There may be many factors in this evil 
effect of infections upon the heart, and it is 
quite possible that the actual capacity for work 
or efficiency of the myocardium is depressed. 
We have, however, no precise knowledge of this 
matter while we can point out certain frequent 
results on infection which are known to increase 
the work of the heart. These include fever, 
tachycardia, and cough. 


Fever is associated with a rise in oxygen con- 
sumption and with an associated rise in cardiac 
output. Tachycardia (whether associated with 
fever, with excitement, with exertion, or with 
an abnormal rhythm), is frequently a factor in 
the development of congestive heart failure. En- 
larged hearts appear to bear tachycardia less 
well than hearts of normal size. 


Recent work indicates that in normal animals 
of many groups a thick ventricular fiber is as- 
sociated with a slow heart rate and a thin mus- 
cle fiber with a fast heart rate. There is evi- 
dence which indicates that the slow heart rate 
in animals with thick cardiac fibers is advan- 
tageous because it gives a longer recovery pe- 
riod, and it takes oxygen longer to diffuse 
through a thick fiber than through a thin one. 
This suggests that the optimal heart rate for 
persons with hypertrophy of the heart is less 
than the optimal heart rate of those with nor- 
mal hearts. 

The importance of cough in leading to cardiac 
fatigue is not, I believe, sufficiently appreciated, 
although all our three types of evidence impli- 
cate it. As has been shown by Harrison, Cal- 
houn, and Harrison’, cough is in itself not only 
a considerable muscular effort; but it may cause 
also a reflex stimulation of the respiration. The 
sudden changes in intrathoracic pressure may be 
associated with undesirable alterations in the 
pressure and flow within the auricle. 

Infections are then to be avoided when pos- 
sible. When they occur, their injury to the 
heart is to be minimized by any available method, 
which usually means rest in bed. Specifie pre- 
vention of ‘‘colds’’, comparable to the use of 
‘*toxoid’’ in immunization against diphtheria, is 
not now available. When it is, it may be ex- 


| pected to prolong the lives and activities of many 


patients with heart disease. 

The effect of anemia is too well known to re- 
quire comment. It is usually susceptible to 
treatment, and thus constitutes, in Burton Ham- 
ilton’s fine phrase, a ‘‘removable burden’’. The 
same may be said of obesity ; a fat cardiac, to 
paraphrase Dr. Joslin, is a discredit to his doc- 
tor. Life insurance companies on the basis of a 
vast experience are fully aware of the close 
relationship between overweight and cardiovas- 
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cular disease. I am told that life insurance is 
refused more often on account of overweight 
than for any other cause. 

Patients in the asymptomatic stage of heart 
disease should, on the other hand, receive an 
adequate diet. A diet which avoids obesity but 
leads, for example, to hypoproteinemia and nu- 
tritional edema, merely exchanges one cardiac 
load for another. The existence of ‘‘beriberi 
heart’’ indicates that specific dietary deficien- 
cies may affect the functional ability of the 
heart. 

Pregnancy is frequent and may be said to be 
self-limited. It offers an opportunity to study 
the effects upon the circulation of a condition 
which sometimes precipitates the onset of heart 
failure. The resting cardiac output during 
pregnancy may be as much as 50 or 60 per cent 
above the patient’s basal level. Moreover, ex- 
ertion on the part of the patient is accompanied 
by a disproportionate increase in the work of 
the heart. These burdens are to be ascribed to 
the considerable amount of blood which flows 
through the placental channels; these channels 
affect the circulation like any arteriovenous 
fistula. 

The importance of emotional stress and of ex- 
cessive physical exertion is clear both from their 
known effects upon cardiac work and their ob- 
vious ‘relation to the progression of cardiac dis- 
ease. It is noteworthy that Grant’s 1000 patients, 
who had on the whole such benign courses, were 
all pensioners. Their livelihood was secure and 
their physical exertion could be adjusted to their 
capabilities. Many students of heart disease have 
pointed out that the duration of useful life in 
cardiac patients is greater in people of means 
than in those who are forced by necessity to do 
unsuitable work. 

The activity of the physician during the 
asymptomatic stage of heart disease is mainly 
directed toward these influences which may 
precipitate the onset of heart failure. He takes 
the long view of*the disease with the care of 
which he is concerned. He cannot ‘‘cure’’ the 
disease save in the rarest instances; his thought 
therefore turns to the prevention of its disabling 
or dangerous developments. His effort now is to 
prevent the progression of heart disease to a 
point when it may interfere with his patient’s 
life. Every year that he can put off the onset 
of failure is a year added to the patient’s ac- 
tive life and is the physician’s contribution to 
the prevention of heart failure. 

This contribution can be made by the indi- 
vidual physician dealing with individual pa- 
tients. It is retail, rather than wholesale, pre- 
vention. It requires exact knowledge of the pa- 
tient, and patience and wisdom in helping him 
plan his life. It is a lot of work. However, 


heart disease as such will continue to exist for 


a long time; the primary causes (in general) 
are at the moment beyond our reach, while in- 
fection, fever, tachycardia, cough, anemia, obes- 
ity, pregnancy, excessive physical strain, and 
prolonged emotional stress are all subject to 
some control. Most of them are preventable. 
Their control offers, in my opinion, a hopeful 
opportunity in the management of heart disease. 

It appears, then, that there is no royal road 
to the prevention of heart disease, and that a 
considerable proportion of the effective preven- 
tive activities are carried out by individual 
physicians dealing with the problems of indi- 
vidual patients. It is natural for one accus- 
tomed to deal with patients to emphasize this 
side of the picture. Organized health agencies 
do, of course, share actively in the struggle 
against death and disability due to heart dis- 
ease and their contribution will naturally in- 
crease with growing knowledge. This contribu- 
tion is made now by all their activities which 
help control infectious processes in general and 
those leading to better control of syphilis in par- 
ticular; by all steps which lead to a more near- 
ly adequate general standard of living; by or- 
ganized resources for the care of heart disease in 
children; by specialized placement bureaus and 
other aids to suitable occupation; and by many 
other types of service which influence either 
the primary causes of heart disease or the fac- 
tors tending to precipitate heart failure. 

The organization of medical schools on the 
basis of departments has, I am sure, many ad- 
vantages in administration and in the organiza- 
tion of teaching. It has the disadvantage, how- 
ever, that it may suggest to the student differ- 
ences or barriers which do not exist, for ex- 
ample, between the practice of medicine on the 
one hand and preventive medicine on the other. 
The development of effective methods of pre- 
vention and the growth of the preventive ideal 
have inevitably altered the practice of medicine. 
The physician has become concerned with im- 
munization, with watching the channels of in- 
fection, with prenatal care, with the supervi- 
sion of healthy babies, and with other purely 
preventive activities. At the same time it has 
become apparent that by the application of the 
viewpoint of prevention he can improve his care 
of patients already affected by disease. The 
problem of heart disease has been considered, 
and it has appeared that a considerable propor- 
tion of the physician’s procedures in dealing 
with this group of diseases has to do with pre- 
vention. These include such diverse activities 
as the treatment of early syphilis, the manage- 
ment of rheumatic fever, and all the many ex- 
ercises of wisdom and skill directed toward put- 
ting off the evil day of failure in patients with 
asymptomatic heart disease. 


My observation has been that in a discussion 
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of the preventive aspects of practice it is very 
difficult to avoid mentioning the two best known 
daughters of Asklepios. These were called re- 
spectively Hygeia and Panacea and they went 
about doing good, the one by prevention and 
the other by cure. The fact of their sisterhood 
is often called upon to illustrate the close rela- 
tionship between preventive and curative medi- 
eine. My own belief is that these two daughters 
of the father of medicine were not only sisters 
but Siamese twins. I believe that they had a 
common cerebrum, and I am sure that they had 
a common heart. 
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CANCER CURES 


Some special article on a new cure for cancer al- 
ways catches the public eye. The cures vary from 
the most grotesque proposals, through those with 
some pseudo-scientific basis, to remedies that have 
been more or less carefully studied and with the ap- 
pearance of scientific accuracy. The latter type of 
cure is becoming more infrequent, doubtless owing 
to our wider knowledge of cancer, to the numerous 
laboratories: in which new statements about neo- 
plasms may be checked, and to a better appreciation 
of the fact that cancer is merely a general term for 
numerous different types of disease, just as acute 
infectious diseases comprise a rather wide group of 
maladies. 

Strangely enough, it seems to be generally over- 
looked that we have perfectly satisfactory cures for 
eancer which are being employed every day. These 
cures are based on the well-known biologic facts of 
cancer, that it is a local disease in the early stages 
without constitutional involvement and that a prop- 
er remedy applied in the early stages is, in the great 
majority of cases, effective. We would not, for in- 
stance, think that the antitoxin of diphtheria was 
a failure as a curative measure for diphtheria if it is 
not used until the seventh or eighth day of the dis- 
ease; we would merely place the blame for the fail- 
ure not on the antitoxin but on the late stage in 
which it was given. And so in cancer, two remedies 
—surgical excision and irradiation—or a combina- 
tion of these two are quite satisfactory if applied 
early. 
In some instances it requires a study of the neo- 
plasm and of the patient to know which of these 
two remedies should be adopted. Often, as in can- 
cer of the breast, a combination of irradiation and 
surgery is more helpful than either remedy alone. 
The technic of applying irradiation has been greatly 
improved in the last few years, and it will take some 
time to determine how efficient this new technic will 


be in making five-year cures. It is generally 
acknowledged that cancer of the breast, when still 
limited to the local tissue of its origin and without 
metastases, can be cured at least for a period of 
five years in about 75 per cent of the cases. Can- 
cer of the stomach from its large death rate is con- 
sidered the most formidable cancer, and yet in the 
September, 1934, issue of Surgery, Gynecology and 
Obstetrics, D. C. Balfour states that his records show 
50 per cent of five-year cures of patients with can- 
cer of the stomach by partial gastrectomy when the 
cancer was confined solely to the stomach wall and 
a wide excision was done. 


We should cease worrying about finding a new 
cure for cancer. The study of the biology of cancer 
appears to show that constitutional remedies or 
serums will probably never be effective. The im- 
portant thing in the treatment of cancer is not to 
search for new cures, but to search for new methods 
of early diagnosis so that the efficient well-known 
cures can be promptly applied. Unfortunately, ex- 
cept in the case of bone tumors, cancer does not 
cause pain in the early stages, so we shall have to 
fall back upon the teaching of the late Sir James 
MacKenzie, and emphasize the observation of dis- 
ease in its incipiency and a careful wa thorough 
study of what seem to be casual symptoms, as the 
indigestion, belching, heartburn in cancer of the 
stomach and bowel, the slightest irregularity in con- 
tour or substance of the breasts, or any unusual ap- 
pearance on the skin or mucous membrane in any 
portion of the body. These signs or symptoms 
usually appear before the later symptoms of loss of 
weight, bleeding, ulceration or marked abnormal 
discharge. If we study more thoroughly things that 
appear to be casual and trivial in the beginning of 
the disease, and consequently make an earlier diag- 
nosis, cured cases of cancer will increase enormous- 
ly.—J. Shelton Horsley, M.D., Bulletin of the Amer- 
ican Society for the Control of Cancer. 
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CASE RECORDS and nourished elderly woman lying in bed in 
of the acute distress, complaining chiefly of pain in the 
right costovertebral angle and extending lateral- 
MASSACHUSETTS GENERAL ly to the axillary line. Examination of the 
HOSPITAL chest showed moist rales at both bases. Both 


ANTE MORTEM AND POST MORTEM RECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


Epitep By Ricnarp C. Casot, M.D. 


CASE 21031 
PRESENTATION OF CASE 


A sixty-eight year old married English house- 
oo entered complaining of pain in the right 
side. 

Six months before entry, following an unusu- 
ally large amount of housework which left her 
quite tired, she began having cough every morn- 
ing and evening, raising a small amount of white 
phlegm which was never foul smelling or blood 
streaked. The cough continued unchanged and 
was not associated with any chest pain. Five 
weeks before admission she suddenly experi- 
enced an attack of severe pain in the right lower 
quadrant, spreading to the left lower abdomen. 
The pain felt somewhat like labor pains. The 
following day she had very severe pain at the 
level of the left costal border made worse by 
breathing, coughing or turning in bed. A physi- 
cian was said to have told her that she had a 
‘‘heart cough’’. In about two days she felt 
much better and was up and around until ap- 
proximately two weeks before entry when after 
a hearty meal, including a large amount of wine, 
she again experienced lower abdominal pain 
which rapidly radiated to the right lower 
ribs. She remained in bed for about a week 
and was soon able to walk about the house. 
The pain suddenly returned two days before en- 
try following supper. This time, however, it 
was bilateral and much worse in the region of 
the right costovertebral angle. She was nause- 
ated but did not vomit. The pain continued 
to be very severe all that night and up until ad- 
mission, although she received some relief from 
hypodermic injections. Her cough had been no 
worse during these attacks. 

The family and marital histories are non- 
contributory. 

The patient had lived in the United States 
for the past twenty-five years. She had the 
usual childhood diseases and had not been ex- 
posed to tuberculosis. During the past year she 
had developed slight shortness of breath upon 
exertion but no orthopnea or edema. She had 
always been constipated, moving her bowels ap- 
proximately every two or three days. There 
were no urinary symptoms. The menopause oc- 
curred at the age of fifty-two. 


Physical examination showed a well-developed | 


diaphragms moved only slightly with respiration. 
The heart showed considerable enlargement to 
the left. There was a soft systolic murmur in 
the apical region. P». was greater than Ag. The 
blood pressure in the right arm on the evening 
of admission was 200/90. The following eve- 
ning it was 160/78. The blood pressure in the 
right leg was 220/130. The abdomen was rather 
protuberant and showed marked tenderness with- 
out spasm in the right costovertebral angle ex- 
tending to the right flank. There was moderate 
arteriosclerosis of the peripheral vessels. There 
was no edema. 


The temperature was 102°, the pulse 130. The 
respirations were 28. 


Examination of the urine showed a specific 
gravity of 1.022 with a slight trace to a trace 
of albumin and a sediment containing 6 white 
blood cells, 1 red blood cell and a few granular 
casts. Examination of the blood showed a red 
cell count of 4,470,000, with a hemoglobin of 80 
per cent. The white cell count was 46,000, 88 
per cent polymorphonuclears. A stool showed 
a negative guaiac test. A Hinton test was neg- 
ative. The non-protein nitrogen of the blood 
was 36 milligrams. An_ electrocardiogram 
showed normal rhythm rate 105, left axis devia- 
tion, a partially inverted P; and slight slurring 
of the Q-R-S complexes in all leads. 


An abdominal x-ray film showed no unusual 
soft tissue masses. There was no evidence of 
gas beneath the diaphragm, which was smooth 
in outline. The chest film showed prominence 
of the lung markings extending throughout both 
lung fields and producing generalized haziness. 


She was put on digitalis and given a quarter 
of a grain of morphine every three hours, with 
the relief of her abdominal pain. Her tempera- 
ture remained elevated, ranging for the most 
part between 100° and 102°. Examination the 
day following admission showed that she still 
had considerable tenderness with some spasm in 
the right flank. Her blood pressure on both arms 
was 140/80 and it was felt by several examiners 
that she did not have any marked degree of left- 
sided cardiac enlargement. Her white blood 
cell count ranged between 20,000 and 30,000 
with a polymorphonuclear count of about 85 
per cent. Her urine continued to show a slight 
trace to a trace of albumin with a sediment con- 
taining numerous white blood cells, an occasional 
cast and red blood cell. Three out of five stool 
examinations showed positive guaiac tests. A 
urologist found right costovertebral tenderness 
and spasm of the muscles of the back. He could 
not rule out a perirenal infection. 
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On the fifth day she appeared much worse and 
still had marked spasm of the right costoverte- 
bral angle and quadratus lumborum. Abdom- 
inal distention was marked and was not relieved 
by enemas or stupes. On the eighth day the 
pain on the right side had disappeared but now 
there was severe pain, tenderness and spasm on 
the left. The white blood cell count was still 
elevated. The pain on the left side continued 
but was not so severe as on the first day. On 
the morning of the fourteenth day the right leg 
below the knee was cold and blue, and there was 
marked tenderness in the popliteal space. No 
pulsation could be felt. She rapidly failed and 
died that day. 

DIFFERENTIAL DIAGNOSIS 

Dr. ArTHUR W. ALLEN: This is a very long 
and complicated history of a fairly old person. 
The illness dated from six months before entry 
with relationship to a cough which was only 
slightly productive and without pain. It may 
or may not have some bearing on the story. I 
think likely the physician who thought this cough 
was due to her heart condition was correct. 

Five weeks before she came in she suddenly 
experienced an attack of severe pain in the right 
lower quadrant which spread to the left lower 
abdomen. This would seem to point to large 


bowel pathology. It is definitely in the right, 


lower quadrant and definitely left lower abdo- 
men, the two areas that we usually feel are 
practically reserved for large bowel pain. 

The severe pain at the level of the costal bor- 
der which made her short of breath and so forth 
may have been a pleuritic affair, but it cleared 
up rather quickly. 

The note that seems to stand out in the early 
part of her history is the recurring episodes of 
discomfort. One wonders whether this pain in 
the lower abdomen could have been simply a 
gas pocket, or something of that nature, or 
whether there was some serious underlying 
pathology even at that time. The fact that she 
was known by Dr. Wallwork to improve on rest 
in bed, so far as her early symptoms were con- 
cerned, and the fact that she had dyspnea, palpi- 
tation, was sixty-eight years old and had arterio- 
sclerosis make it almost certain that she had 
something in the way of an arteriosclerotic heart 
disease. Whether we can tie up this condition 
of the heart with her present illness is the prob- 
lem. She came in with a temperature of 102°, 
so obviously there was some sort of an infectious 
process going on. 

One very striking feature in the examination 
is the white blood cell count of 46,000. There 
are not very many conditions that will yield so 
high a white count in an acute illness. Pneu- 
monia will perhaps do it, perhaps an early ful- 
minating peritonitis. Traumatic rupture of the 
spleen strangely enough will give a high leuco- 


eytosis. Mesenteric thrombosis is the common 
thing that we see that will give an early very 
high leucocyte count. Is it possible for a person 
to have mesenteric thrombosis even of sufficient- 
ly mild degree to live nearly three weeks after 
the onset without any necrosis taking place and 
without perforation of the bowel? It seems 
rather unlikely that such a condition could have 
been present. One might perhaps better explain 
this chain of symptoms on multiple emboli; small 
emboli coming in different locations not suffi- 
ciently large to produce fatal termination. These 
could be small enough, even in the region of the 
bowel, not to produce a necrotic area. The story 
of pain and tenderness in the right costoverte- 
bral angle at entrance makes one definitely think 
of infarct in the kidney. I am not sure about 
the blood cells in the urine in infarcts of the 
kidney. I had always thought that there would 
be blood cells in the urine; this woman had none. 
I suppose that one might have to consider it any- 
way. Th thing that we are not sure about is 
whether she had abnormal peristalsis in the ab- 
domen. It is not mentioned. I believe there 
would be some definite effect on normal peristal- 
sis if these embolic processes had occurred in the 
bowel. Obviously she did not have ruptured 
bowel, or gas would have been present under 
the diaphragm. 

Another thing that interests me about the 
examination is the difference in the blood pres- 
sures of the upper and lower extremities. On 
admission the pressure in the right arm was 
200/90; the next evening it was 160/78. I sup- 
pose that amount of variation might oceur. One 
does not necessarily have to consider the pos- 
sibility of rapid change in the blood pressure 
due to tumor of the adrenal cortex or anything 
of that sort, but the blood pressure in the right 
leg was 220/130. I take it that that was at 
the same time that the arm showed 160/78. 
That probably means that there was some con- 
striction of the blood flow to the right leg which 
raised the blood pressure. Could that have been 
due to pressure on the iliac on that side by a 
tumor, or was it something in the artery itself? 
The right leg afterwards became gangrenous sud- 
denly from either thrombosis or embolism and 
possibly this change in blood pressure was a fore- 
runner of that final condition. 


I am not sure whether one ever sees subacute 
bacterial endocarditis in a patient of this age. 
I never have happened to, but if such a condi- 
tion were present I think it would explain the 
whole chain of events with multiple infarcts 
here and there and a final infaret or thrombus 
superimposed on an infarct in her popliteal 
artery or in the femoral artery at the bifurea- 
tion. The temperature would have to be ex- 
plained on the basis of infection somewhere, per- 
haps superimposed on an infarct in the 
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kidney or elsewhere, unless she had some gen- 
eralized blood stream infection. I should like to 
know what Dr. Sprague has to say about a per- 
son of that age having subacute bacterial endo- 
carditis. 

Dr. Spracue: I think we have never seen 
it in a person so old as that. 


CLINICAL Discussion 


Dr. Water BAver: From the time this pa- 
tient entered the ward until the time she 
arrived in Dr. Mallory’s department there were 
two questions continually being raised, (1) did 
she belong on the medical or on the surgical 
ward, and (2) what was the diagnosis? Dr. 
Wallwork saw this patient on a number of ocea- 
sions before she entered the hospital. After she 
had been on the ward for some time he wrote in 
saying that he thought she was suffering from 
diverticulitis. It was apparent from the time 
she arrived that she was acutely ill. She was 
suffering intense pain, with beads of perspira- 
tion standing out on her forehead, and was not 
comfortable at any time in spite of the amount 
of morphia that was administered. I never paid 
enough attention to the pain in the costoverte- 
bral angle. As I talked with her and observed 
her I thought she had first right lower quadrant 
pain and then left lower. She never had true 
spasm but she had tenderness and did not like 
to be palpated. I was of the opinion that she 
probably had a diverticulosis and a diverticuli- 
tis, and that she had a rupture of one or more 
diverticula and a small walled-off localized ab- 
secess. She was seen by a number of other men. 
One surgeon thought she might have acute ap- 
pendicitis or an abscess and that conservative 
treatment was in order for the time being. An- 
other surgeon also thought she had a diverticuli- 
tis. One of our medical confréres thought that 
she might have an ulcerating lesion in the large 
bowel and that was the reason for the positive 
guaiacs and the whole story. I felt that it was 
not a surgical condition and that she did have a 
ruptured diverticulum with a localized walled 
off abscess. I felt that conservative treatment 
was in order for the time being. 

The day before she died she had symptoms of 
obvious obstruction in the vessels of the right 
leg and at that time I said that I thought she 
had an embolus and that as long as we had no 
other obvious cause that the most likely source 
of this embolus was a thrombosis of the lower 
portion of the aorta, and that a piece had 
dropped off into the right femoral artery, but 
unfortunately I did not have sense enough to 
hook that up with what had been going on be- 
fore. 

Dr. Tracy B. Mauuory: Dr. Holmes, can you 
give us any help? 

Dr. W. Houtmes: She had two x-ray 
examinations of her chest. She has a rather high 
diaphragm on the left side. I should like to 


know if possible whether it moved during res- 
piration. There is nothing in the note to say 
that it did. She also has a poorly defined heart 
shadow; not an enlarged heart particularly, but 
a heart that we would suspect of being rather 
weak. It is not so clear cut as a normal heart 
should be. There is a diffuse fine mottling 
throughout the lungs. After rest in bed on 
digitalis the heart shadow became more sharply 
defined and distinctly smaller but it is difficult 
to say whether the process in the lungs has 
changed. It may have cleared up some. Such 
a process aS we see here may be due to poor 
circulation; it may be of blood vessel origin. I 
have seen changes like that in leukemias. I 
would not want to make that diagnosis, how- 
ever. We have a lateral view which shows the 
aorta quite well and it is not dilated. There 
is no evidence of calcification. 

We have two films of the abdomen. The left 
kidney shows up unusually well. It is not in- 
ereased in size or abnormal in shape. It is 
rather more dense than usual. I cannot make 
out the right kidney, except possibly the lower 
pole. There is no markedly dilated bowel. 
There is a consider: ble amount of gas. There 
is nothing in the bones. The appearance in her 
chest might go with a widespread metastasis, 
but there is nothing to back that up. Most of 
the gas is in the large bowel. That band might 
represent the small bowel but I do not think 
that is particularly unusual. We see gas in the 
small bowel occasionally. In this plate she has 
a distended bladder. There are no shadows 
that I can interpret as stones. I do not know 
what that shadow is. It may be in the bowel. 
The liver does not seem to be enlarged or un- 
usually low. None of these plates are high 
enough to include the spleen. 

We have a film taken in the upright position. 
I suppose it was taken to show whether there 
was gas beneath the diaphragm and whether 
there was a fluid level in any part of the gastro- 
intestinal tract. This is the diaphragm on the 
right; on the left it is not distinct. We have 
a shadow here which is in the region of the 
spleen, and within it there are two shadows of 
diminished density with fluid levels. That is 
rather high for the colon. I would like to know 
more about these shadows. Films taken in lat- 
eral views would probably help. The shadows 
could be cavities containing gas outside the gas- 
tro-intestinal tract but with the evidence we 
have I am not certain. 

Dr. FtetcHer H. Corpy: I saw this patient 
several times on the medical ward in consulta- 
tion. My job was to try to determine whether 
she had perirenal infection. Many years ago 
one of the best old French internists said that 
there was no more difficult diagnosis to make 
than that of an early perinephric abscess and 
no more easy diagnosis than one in the later 
stages. That is perfectly true. This patient 


had signs that were suggestive of perirenal in- 
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fection and other signs that were very much 
against it. She had tenderness and spasm of 
the muscles in the costovertebral region and a 
temperature which was consistent with a peri- 
renal infection. Her urine also was consistent 
with it; with some white blood cells, occasional 
red cells and albumin in the urine. Looking 
back into her past history the possibility of an 
acute respiratory infection as a starting point 
for perirenal infection seemed good until Dr. 
Wallwork told us that this was definitely a car- 
diae affair; so that in the past history there 
was nothing to suggest a focus for perirenal in- 
fection. There was no obliteration of the psoas 
muscle on the right side, which is against peri- 
renal infection. The symptoms had gone on 
long enough, however. This was one continuous 
story, so that definite changes should have taken 
place. The white cell count was 46,000, which 
is very much higher than in perirenal infection, 
but I could not be sure that she did not have an 
early perinephric abscess on the right. The 
next time I saw her the symptoms on the right 
had entirely disappeared and she had pain on 
the left side. I do not know what the patient 
eventually had, but it was quite evident that she 
did not have perirenal infection. 

Dr. Mattory: Have you anything to add, 
Dr. Wallwork? 


Dr. D. W. Watitwork: I have nothing more 
to add except that any attempt to make a diag- 
nosis was even more difficult in the patient’s 
home. I attached considerable significance to 
her weight loss of twenty pounds during the 
past year and thought diverticulitis or malig- 
nancy the most likely diagnosis. 

It took courage of a sort to give her morphia 
during that first attack of pain. She had severe 
right lower quadrant pain, nausea, fever, and 
leucocytosis, signs that every layman knows are 
associated with appendicitis. The absence of 
corresponding localized tenderness and the ob- 
viously great surgical risk decided me against 
exploration. Needless to say, when I learned 
later that neglected acute appendicitis had been 
mentioned by someone as a possible cause of 
the patient’s death, I helped in every way pos- 
sible to obtain permission for the postmortem 
examination. 


CLINICAL DIAGNOSES 


Intestinal obstruction. 

Embolus, right popliteal artery. 
Congestive failure. 
Bronchopneumonia. 
Hypertensive heart disease. 


Dr. ARTHUR W. ALLEN’s DIAGNOSES 


Arterioselerotic heart disease. - 
Thrombi in the heart. 
Multiple infarcts of the kidneys. 


ANATOMIC DIAGNOSES 


Arteriosclerosis of the aorta with ulceration 
and thrombosis. 

Thrombus of the splenic and of both renal 
arteries. 

Infaretion of the spleen, total. 

Infaretion of the right kidney, total; of the 
left kidney, subtotal. 

Embolus to right popliteal artery. 

Anomaly—aberrant renal artery to lower 
pole of left kidney. 

Bronchopneumonia, early. 


PatTHOLOGICc DIscussION 


Dr. Matuory: The autopsy explains most 
of the symptoms quite satisfactorily. I have 
here a specimen which I will pass around. It 
shows the upper portion of the abdominal aorta 
and the two kidneys. We found a severe grade 
of arteriosclerosis with extensive thrombus for- 
mation in the lower thoracic and upper abdom- 
inal portions of the aorta and extension of the 
thrombus into both renal arteries and into the 
splenic artery. She had complete infarction of 
one kidney and of two-thirds of the other one, 
the final third of this second kidney being saved 
by an aberrant renal artery which left the aorta 
at a level far below the other one and well be- 
yond the lower end of the thrombus. The pres- 
ervation of this little remnant functioning renal 
tissue permitted her to live for three weeks 
after the onset of symptoms. The spleen was 
likewise entirely infarcted but in this instance 
old lesions were present at either pole, whereas 
the central zone showed quite fresh necrosis. 
The heart was negative. She did not have 
any marked coronary sclerosis. The arterio- 
sclerosis was pretty well limited to the aorta. 
We did not have permission to examine the leg 
locally. She may have had a separate thrombus 
there, but I think it is more probable that a 
piece of this thrombus in the aorta broke loose 
and plugged the iliae artery. 

There was no evidence of infection except for 
the very slightest terminal bronchopneumonia, 
so that I think the white count from beginning 
to end was due to infarction. Dr. Barney had 
one case of bilateral renal infarction that also 
had a very high leucocytosis. ° 

Dr. J. DELLINGER BarNEy: I do not re- 
member the leucocytosis in that case, but I was 
thinking how similar this case was to mine. 
This woman had complete infarction of the right 
kidney, so that at the time of operation when 
the kidney was cut into, it did not bleed at all; 
it was like cutting into a piece of wood. She 
had pain of the most intense variety when she 
came in, not only in the costovertebral angle 
but in the midaxillary line and through to the 
median line; rather different from the pain of 
perinephrie abscess or a cortical abscess of the 


Embolus of the right femoral artery. 


kidney, although we did not lay much stress on 
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that point at the time. In looking it up and re- 
porting the case with Dr. Mintz, and making 
that a basis for considering the entire question 
of renal infarcts we were certain that very 
few were diagnosed during life. The story of 


this ease parallels mine so closely that the pos- 
my mind as 


sibility of renal infarction came to 
the summary was read. 


Dr. Matuory: Dr. Barney’s case was, how- 
ever, quite different in origin. There the pri- 
mary thrombus was in the vena cava and ex- 
tended into the renal vein, a true venous in- 
farction, whereas this case was arterial. 

A Puysictan: Did you find anything in the 
mesenteric artery? 

Dr. Matuory: No; they were negative, and 
the intestines were normal. 

A Puysician: Is there any explanation for 
the right lower quadrant pain? 

Dr. Mauuory: No; unless it was referred 
from the right kidney. It is certainly some- 
times seen in pyelitis. 

A Puystctan: Were there any adhesions 
around these kidneys? 

Dr. Matutory: There were very marked ad- 
hesions. 

A Puysictan: I operated on one ease sev- 
eral months after a renal accident that was 
not diagnosed and found in the midst of a 
large abscess an almost complete cast of necrotic 
kidney surrounded by a narrow shell of cortex 
that was still alive. 

Dr. Matuory: The pain of renal infarction 
can be severe. We have seen two cases that have 
been explored. 

Dr. Houtmes: Did the lungs show any cause 
for that mottling? 

Dr. Matuory: We found nothing except a 
bronchopneumonia and it was so slight that I 
felt it was simply a terminal event. I do not 
know how long, however. 2 

Dr. Houtmes: If this patient could have stood 
it, it would have been interesting to give an 
intravenous dye. It might have shown at least 
that the kidneys were the source of trouble. 


CASE 21032 


A sixty-six year old white laborer entered 
complaining of pain and soreness over the 
lower end of the sternum. 


During the past two months he had been trou- 
bled by pain over the lower end of the sternum 
and in the pit of the stomach, especially when 
he swallowed food. The food seemed subjec- 
tively to lodge or meet some obstruction as it 
entered the stomach. The pain was of a rather 
mild burning character, was more severe upon 
the ingestion of hot fluid or fruit juices, and oc- 
casionally radiated to the back between the seap- 


ulae. During this period he had a good appetite 
but felt very full in the pit of his stomach after 
he ate only a small amount of food. Three days 
before entry he suddenly felt rather weak and 
broke into a cold sweat for a few moments. 
For the next few hours he felt weak and ex- 
hausted. At the evening meal that day he 
again felt the low epigastric pain on eating 
just as it had been during the past two months. 
As he got up from the table the pain increased 
in intensity and radiated up through the chest 
into the back and into the arm, where it was 
felt as a tingling sensation clear to the finger- 
tips. This lasted from two to five minutes. 
He was not forced to lie down but did seek a 
chair. He just felt exhausted and did not feel 
faint. There was no palpitation or shortness of 
breath. The pain was immediately followed by 
vomiting without nausea. The vomitus con- 
tained undigested food without blood. Since 
this attack he felt very weak and was barely 
able to walk to the station the following day to 
take a train for Boston. 

In spite of the fact that he had done very 
little work during the past year he had felt 
somewhat exhausted most of the time. He did 
not believe that there had been any loss in 
weight or appetite. He had slight constipation 
during the past year requiring oil about once 
every ten days. There was no diarrhea. 

His family and marital histories are non- 
contributory. 

For the past twenty years he had been seen 
in the genito-urinary clinic of the Out Patient 
Department for urethral stricture which he ac- 
quired twenty years before entry. During this 
period he had been admitted to the house three 
times, the last time nineteen years before entry, 
for a prostatic abscess and acute epididymitis. 

Physical examination showed an elderly, 
rather plethoric, slightly cyanotic man. There 
was slight sclerosis of the retinal vessels. The 
chest was slightly barrel-shaped. The heart was 
slightly enlarged to the left, the left border be- 
ing 9.5 centimeters from the midsternal line 
and 0.5 centimeters outside the midclavicular 
line. The sounds were very distant and the rate 
rapid, about 100. The first sound at the lower 
left sternal border was roughened and showed 
gallop rhythm. No murmurs were heard. The 
radial arteries were tortuous and thickened. 
Prostatic examination was negative. 

The temperature was 98°. The respirations 
were 20. 

Examination of the urine showed a specific 
gravity of 1.030 and was negative. The blood 
showed a red cell count of 5,800,000, with a 
hemoglobin of 90 per cent. The white cell 
count was 13,500, 76 per cent polymorpho- 
nuclears. 

During a physical examination on the third 
day he complained of pain in his left back and 
died suddenly without agonal symptoms. 
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DIFFERENTIAL DIAGNOSIS 


Dr. Epwarp F. Buanp: Any diagnosis to rea- 
sonably cover the course of this illness would 
have to explain three phases of the symptoma- 
tology. First, he had been a well man appar- 
ently up until two months before his exitus, then 
he began to have symptoms pointing to the lower 
end of the esophagus perhaps; not only pain 
but also soreness related to food and presum- 
ably not related to exertion. In other words 
he had a typical pain in the chest, apparently 
low grade, with a sense of obstruction in the 
lower portion of the chest and pit of the stom- 
ach. Apparently this continued the same until 
the second phase of the disease; namely, the 
acute phase, which presumably was related to the 
preceding symptoms because it began with what 
appears to be mild shock, and then the appear- 
ance of pain similar to that he had had before, 
but this time more severe, passing into the 
chest and radiating down both arms as far as 
the fingertips. That ought to be an important 
point in differential diagnosis. It would seem 
then that the lesion must be above the dia- 
phragm. Then we come to the third phase of his 
illness in which he died suddenly with pain in 
his left back. 


Physical examination does not help a great 
deal except in a negative way. 

There is one point in the past history that 
seems important, namely, we know that twenty 
years before admission he had had a genito- 
urinary infection. Twenty years after an initial 
infection is the optimal time for cardiovascular 
syphilis to appear. Further we have to explain 
the sense of pressure in his lower chest for two 
months before his acute illness. The most rea- 
sonable diagnosis in this case would seem to be 
cardiovascular syphilis with a probable thoracic 
aneurysm which was causing a certain degree of 
pressure in the lower mediastinum, which in- 
creased in size perhaps three days before he 
died, and then he died suddenly with pain in 
his left back, possibly a rupture. 

There is one discordant note; namely, that ac- 
cording to the physical examination he did not 
have aortic regurgitation. He had a barrel- 
shaped chest. The examiner felt that the heart 
was slightly enlarged, therefore the heart must 
have been presumably more than slightly en- 
larged, and he had gallop rhythm indicative of 
cardiac weakness. If he did not have aortic 
regurgitation it is difficult to account for this 
on the basis of an aneurysm alone. He was six- 
ty-six years old and presumably had some coro- 
nary disease. 

I certainly should favor, first, cardiovascular 
syphilis. A second possible diagnosis would be 
coronary disease and coronary thrombosis; but 
it is difficult to explain his prodromal phase of 


alone. I do not believe that he had an arterio- 
sclerotic dissecting aneurysm, although it is en- 
tirely possible. The two points against it are 
first the absence of abrupt onset—in our experi- 
ence here, which covers eighteen cases, and also 
the experience of Shennan, which was reviewed 
in an extensive treatise of the Medical Research 
Council a few months ago and included three 


but the most constant feature is the abrupt on- 
set of dissecting aneurysm—and secondly, none 
of these cases have had pain referred to the 
arms; it is usually in the chest or elsewhere, 
often the neck and chest, but none in the arms. 
Pulmonary embolism seems out of the picture. 
I do not believe he had malignancy. He ap- 
peared to be in too good condition for that, and 
it would not adequately explain his subsequent 
course. I think that cardiovascular syphilis is 
most probable. 


I believe we could establish the clinical diag- 
nosis if we knew three other factors; first, his 
Hinton reaction; secondly, the electrocardio- 
gram; and thirdly, what his x-ray showed. 

Dr. Paut D. Wurtre: We would like to know 
his blood pressure also. The only thing I have to 
add is that Dr. Bland need not worry about the 
absence of aortic regurgitation in diagnosing a 
possible aneurysm here; it is not usual for an 
aortic aneurysm to be associated with aortic 
regurgitation. Coronary disease or insufficiency 
(whether or not from narrowing of the coro- 
nary mouths by an aortitis) can, as Dr. Bland 
suggests, account for the cardiac findings them- 
selves. 


CuInIcAL DIAGNOSIS 
Coronary occlusion. 


Dr. Epwarp F. Buanp’s DIAGNOSES 


Cardiovascular syphilis. 
Coronary thrombosis ? 


_ANATOMIC DIAGNOSES 


Coronary thrombosis. 

Infaret of the heart with rupture. 
Hemopericardium. 

Chronic passive congestion. 
Cholelithiasis. 

Hydronephrosis, right. . 


PATHOLOGIC DiscussION 


Dr. Tracy B. Matitory: The autopsy in this 
ease showed that the pathology was not in the 
aorta but entirely in the heart. He had an old 
coronary thrombosis with a fresh infarct of the 
heart which had ruptured to produce a hemo- 
pericardium and, I imagine, cardiac tamponade 
as the terminal incident. The thrombus in the 


two months on the basis of coronary disease 


coronary seemed to be a very old affair, almost 


hundred eases, the symptoms may be very varied . 
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entirely calcified, whereas the infarct was obvi- 
ously quite fresh. The muscle cells were active- 
ly degenerating, and there was extensive poly- 
morphonuelear infiltration. The histologic ap- 
pearance was that of an infarct of about four 
days’ duration, which is about the period at 
which rupture becomes not infrequent. The 
aorta showed only moderate atheroma and there 
was no evidence of luetic involvement. 

Dr. WHITE: Was an electrocardiogram done? 

Dr. No. 


Dr. Buanp: Is there any explanation for his 
symptoms which were related to the gastro-intes- 
tinal tract? 

Dr. Mautiory: We found nothing that would 
adequately explain them except possibly chole- 
lithiasis; but so many people have a few gall- 
stones without symptoms that it is fairly ques- 
tionable whether that had anything to do with 
it. There was no cholecystitis, simply a few 


stones in the gall bladder. <A purely incidental 
finding was a slight hydronephrosis on the right. 
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AN IMPORTANT BILL 


One of the bills now before the legislature of 
Massachusetts is of especial interest in that it 
will impose upon corporations, organized under 
Chapter 180 of the General Laws or other Laws 
and aids, more definite responsibilities than now 
exist in the submission of reports to the State 
Department of Public Welfare. 

Purely charitable organizations have been ex- 
empt from taxation and will continue to enjoy 
this privilege provided that full compliance with 
the provisions of the proposed act is carried on 
by such bodies. The bill referred to is that of 
House 12 and applies to the organizations speci- 
fied in Section 2 of Chapter 180 formed for any 
civie, educational, charitable, benevolent or re- 
ligious purpose; for the prosecution of any an- 
tiquarian, historical, literary, scientific, medical, 
artistic, monumental or musical purpose; for es- 
tablishing and maintaining libraries; for sup- 
porting any missionary enterprise having for its 
object the dissemination of religious or educa- 
tional instruction,in foreign countries; for pro- 


wealth; for encouraging athletic exercises or 
yachting; for encouraging the raising of choice 
breeds of domestic animals and poultry; for the 
association and accommodation of societies of 
Free Masons, Odd Fellows, Knights of Pythias 
or other charitable or social bodies of a like char- 
acter and purpose; for the establishment and 
maintenance of places for reading rooms, li- 
braries or social meetings; for establishing 
boards of trade, chambers of commerce and bod- 
ies of like nature. 

The chapter already requires charitable cor- 
porations whose personal property is exempt 
from taxation, to file annual reports on their 
finances and other matters with the State De- 
partment of Public Welfare. The proposed bill 
would require annual reports from all other 
organizations incorporated under this chapter 
or under special acts for similar purposes. These 
reports would contain information regarding 
finances, activities and various other matters. A 
five dollar filing fee would be required, and there 
would be penalties if reports were not filed. 

The bill also gives the Commissioner new 
powers to inquire into the activities of such or- 
ganizations. It specifies a method whereby, if it 
is believed that the organization is engaged in 
activities that are beyond its scope as set -forth 
in its articles of incorporation or that ‘‘its con- 
tinuance is against the public interest,’’ the or- 
ganization may be enjoined from engaging in 
such activities, or dissolved. 

The Boston Chamber of Commerce has given 
full explanation about the purpose and provi- 
sions of the bill and will give further informa- 
tion if requested. 

The bill has been referred to the Committee 
on Mereantile Affairs. The full text appears 
on page 123. 


BULLETIN OF THE INSTITUTE OF THE 
HISTORY OF MEDICINE 


THE New England Journal of Medicine wel- 
comes a new medical journal, the Bulletin of the 
Institute of the History of Medicine, which will 
be published as Volume 3, No. 1, in January, 
1935. The first two volumes, the first number of 
which was issued in January, 1933, were publish- 
ed as a supplement to the Builetin of the Johns 
Hopkins Hospital. This journal, devoted to the 
history of medicine, will be edited by Professor 
Henry E. Sigerist. The new Bulletin will be 
open to all who have some original contribu- 
tion to make to the history of medicine. These 
papers will constitute the first section. The sec- 
ond section is planned to be devoted to the pub- 
lication of old medical texts and documents not 
previously printed. A third section will con- 
tain notes and comments, as well as reports on 
the activities of the Institute. Finally, reprints 


moting temperance or morality in the Common- 


of medical classics will be issued at a low price. 
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This journal, therefore, although reflecting the 
work done at the Institute, will have a wide in- 
terest for all students of medical history. 

The first two volumes of the Bulletin have 
contained material on a broad range of subjects 
and have formed an important addition to med- 
ical history in general. Attention may be called 
particularly to the revised students’ check list 
of texts illustrating the history of medicine by 
Fielding H. Garrison, a collection of papers cele- 
_ brating the eightieth birthday of Professor Karl 

Sudhoff, a revised catalogue of medical and sci- 
entific periodicals of the seventeenth and eight- 
eenth centuries, also by Fielding H. Garrison, 
a paper on the Warrington Academy by John F. 
Fulton, ‘‘The Blindness of Milton’’ by W. H. 
Wilmer, and ‘‘Dr. James Thacher’’ by Walter 
E. Steiner. A group of papers of this type, 
emanating from a single source, speaks well for 
the activities of the Institute of the History of 
Medicine and for a high degree of scholarship. 
One feels that if this new journal maintains this 
standard it will be of inestimable value to physi- 
cians in this country as well as those in the whole 
English-speaking world. 


THIS WEEK’S ISSUE 
ConTAINS articles by the following named au- 
thors : 


Eastman, Ourver N. M.D. University of Ver- 
mont College of Medicine 1908. F.A.C.S. As- 
sociate Professor of Obstetrics, University of 
Vermont College of Medicine. Attending Gyne- 
ecologist, Mary Fletcher Hospital. Consulting 
Gynecologist, Bishop de Goesbriand Hospital, 
Burlington, Fanny Allen Hospital, Winooski. 
His subject is ‘‘Vaginal Hysterectomy.’’ Page 
87. Address: 163 South Union Street, Burling- 
ton, Vermont. 


Morse, ArtHuR H. B.A., M.A. (Hon.), M.D. 
Johns Hopkins University School of Medicine 
1906. F.A.C.S. Professor of Obstetrics and 
Gynecology, Yale School of Medicine. Obstetri- 
cian and Gynecologist-in-Chief, New Haven Hos- 
pital. His subject is ‘‘Gynecological Problems 
of Interest to the Surgeon in General Practice.”’ 
Page 90. Address: New Haven Hospital, New 
Haven, Connecticut. 


ALVAREZ, WALTER C. M.D. Cooper Medical 
College (San Francisco) 1905. F.A.C.P. Head 
of Section in Division of Medicine, Mayo Clinic. 
Professor of Medicine, Mayo Foundation. His 
subject is ‘‘What Is Wrong with the Patient 
Who Feels Tired, Weak and Toxic?’’ Page 96. 
Address: The Mayo Clinic, Rochester, Minn. 


Dye, W. J. Pauut. A.B., M.D. Harvard Uni- 
versity Medical School 1925. F.A.C.S.  Presi- 
dent of Staff and Visiting Surgeon at Huggins 
Hospital, Wolfeboro, N. H. Vice-President, Car- 
roll County, New Hampshire Medical Society. 


Member House of Delegates, New Hampshire 
Medical Society. Preceptor of Junior Internes 
from Tufts College Medical School at Huggins 
Hospital. Board of Governors, New England 
Obstetrical and Gynecological Society. His sub- 
ject is ‘‘Mesenterie Thrombosis.’? Page 105. 
—- Sewall Road, Wolfeboro, New Hamp- 
shire. 


C. Siney. A.B., M.D. Harvard 
University Medical School 1919. Professor of 
Medicine, Vanderbilt University Medical School. 
His subject is ‘‘The Prevention or Postponement 
of Death from Heart Failure.’’ Page 108. Ad- 
dress: Vanderbilt University Hospital, Nash- 
ville, Tennessee. 


MASSACHUSETTS LEGISLATIVE 
NOTES 


HOUSE—NO. 12 


Accompanying the second recommendation of the 
Commissioner of Corporations and Taxation (House, 
No. 10) 


THE COMMONWEALTH OF MASSACHUSETTS 


In the Year One Thousand Nine Hundred 
and Thirty-Five 


An Act relative to Corporations for Charitable 
and Certain Other Purposes 


Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
authority of the same, as follows: 

Chapter one hundred and eighty of the General 
Laws, as appearing in the Tercentenary edition 
thereof, is hereby amended by adding at the end 
thereof the following new sections: 

Section 30. Every corporation organized or 
created under this chapter, or corresponding pro- 
visions of earlier laws, or by special act for the 
same or similar purposes, shall annually in the 
month of January make report in writing, in dupli- 
cate, to the commissioner of corporations and taxa- 
tion, in such form as he shall prescribe, signed under 
penalties of perjury by its president, treasurer, or 
other executive officer or officers, and setting forth: 


1. The name of the corporation. 
2. The location of its principal office, if any. 


8. The names and addresses of all its officers, di- 
rectors or other executive or governing boards or 
committees, and the date of which the term of office 
of each expires. 

4, In the case of corporations not required to make 
report under the provisions of section twelve, its 
receipts and expenditures for its last financial year, 
the amounts paid to its officers, directors, boards, 
committees or membership, the aggregate value of 
its assets, the aggregate amount of its liabilities, the 
value and location of its tangible property, real or 
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personal, within the commonwealth exempt from 
taxation. 

5. A brief summary of the nature of its activities 
during the preceding calendar year. 


If the commissioner of corporations and taxation 
shall find the report in proper form he shall, upon 
payment of a filing fee of five dollars, endorse his 
approval on one copy of the report, which shall be 
placed on file with the secretary of state. Failure 
to file such report within the time prescribed shall 
subject the corporation, and any officer required to 
sign the same, to a penalty of twenty-five dollars, 
but the commissioner of corporations and taxation 
may for cause abate the same, in whole or in part. 
If any corporation fails for two successive years to 
file such report, the supreme judicial court, upon ap- 
plication by the commissioner of corporations and 
taxation, after notice and hearing, may decree a dis- 
solution of the corporation. !f any corporation fails 
for five successive years to file such report, the com- 
missioner of corporations and taxation shall, unless 
he has reason to believe that it is in the public in- 
terest to keep the corporation in existence, recom- 
mend its dissolution to the general court. Copies of 
reports made under this section and retained by the 
commissioner of corporations and taxation may be 
destroyed at his order at any time after the expira- 
tion of five years from the date of filing. 

Section 31. If from information contained in the 
report required by section thirty or otherwise de- 
rived, the commissioner of corporations and taxa- 
tion has reason to suspect that any corporation re- 
quired to make such report is engaging in ultra vires 
activities he may summons the officers, directors or 
other executive or governing boards or committees 
to appear before him, and produce the books and 
records of the corporation, and submit themselves 
to examination on oath as to the activities of them- 
selves and the corporation. If after such examina- 
tion the commissioner of corporations and taxation 
is of the opinion that the corporation is engaging in 
ultra vires activities or that its continuance is not 
in the public interest, he shall report the facts to the 
attorney general who, if of like opinion, shall bring 
an information in the supreme judicial court at the 
relation of the commissioner of corporations and 
taxation. If, after notice and hearing, the court 
shall find that the corporation is engaging in ultra 
vires activities or that its continuance is not in the 
public interest, it may enjoin such corporation, and 
its officers, directors, executive or governing bodies 
or other agents from engaging in such activities, or 
may decree the dissolution of the corporation, or 
may make such other order or decre2 as said court 
shall deem meet and in the public interest. 


OTHER BILLS 


S. 43. An Act providing for Boards of Unemploy- 
ment Supervisors in Cities and Towns, for the Aid 
of Aged, Sick and Other Needy Persons and for Un- 
employment Relief. 


Section 45 in the new draft is of importance to 
the sick. The rest of the bill has to do with finan- 
cial matters not necessarily relating to illness. 


H. 62. An Act relative to Divulging of Hospital, 
Dispensary, Laboratory or Morbidity Reports and 
Records pertaining to Gonorrhea or Syphilis. 


Section one hundred and nineteen of chapter one 
hundred and eleven is amended as follows: 


Section 119. Hospital, dispensary, laboratory and 
morbidity reports and records pertaining to gonor- 
rhea or syphilis shall not be public records, and the 
contents thereof shall not be divulged by any person 
having charge of or access to the same, except upon 
proper judicial order or to a person whose official 
duties, in the opinion of the commissioner, entitle 
him to receive information contained therein. The 
provisions of this section shall not prevent a physi- 
cian from informing the husband or wife of a patient 
with gonorrhea or syphilis of the infection in the 
patient when in the opinion of the physician that 
may be necessary to protect said husband or wife 
or their children. Violations of .this section shall 
for the first offence be punished by a fine of not more 
than fifty dollars, and for a subsequent offence by 
a fine of not more than one hundred dollars. 


H. 235. An Act relative to Fixing the Time when 
Compensation shall be paid under the Workmen’s 
Compensation Law. 


Section twenty-nine of chapter one hundred and 
fifty-two is hereby amended as follows: 

Section 29. No compensation shall be paid for any 
injury which does not incapacitate the employee for 
a period of at least seven days from earning full 
wages, but if incapacity extends beyond such peri- 
od, compensation shall be paid from the day of in- 
jury, but except under section thirty-five no com- 
pensation shall be paid for any period for which 
any wages were earned. When compensation shall 
have begun it shall not be discontinued except with 
the written assent of the employee or the approval 
of the department or a member thereof; provided, 
that such compensation shall be paid in accordance 
with section thirty-five if the employee in fact earns 
wages after the original agreement is filed. 

H. 234. An Act further defining “Average Weekly 
Wages” in the Laws relating to Industrial Accidents. 
Chapter one hundred and fifty-two is amended so as 
to read as follows: 


Section 1. (1) “Average weekly wages,” the earn- 
ings of the injured employee during the period of 
twelve calendar months immediately preceding the 
date of injury, divided by fifty-two; but if the in- 
jured employee lost more than two weeks’ time dur- 
ing such period, the earnings for the remainder of 
such twelve calendar months shall be divided by the 
number of weeks remaining after the time so lost 
has been deducted. Where, by reason of the short- 
ness of the time during which the employee has 
been in the employment of his employer or the na- 


ture of terms of the employment it is impracticable 
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to compute the average weekly wages, as above de- 
fined, regard may be had to the average weekly 
amount which, during the twelve months previous 
to the injury, was being earned by a person in the 
same grade employed at the same work by the same 
employer, or, if there is no person so employed, by a 
person in the same grade employed in the same 
class of employment and in the same district. In 
no case shall the employee’s average weekly wages 
before his injury be computed upon a lower basis 
than six times the daily wage of the occupation in 
which he is engaged at the time of his injury. 

H. 236. An Act providing for Payment of Com- 
pensation to Employees I®jured in Industrial Acci- 
dents during the Entire Period of Total Incapacity. 

Section thirty-four of chapter one hundred and 
fifty-two is amended to read as follows: 


Section 34. While the incapacity for work result- 
ing from the injury is total, the insurer shall pay the 
injured employee a weekly compensation equal to 
two-thirds of his average weekly wages, but not 
more than eighteen dollars nor less than nine dol- 
lars a week, except that the weekly compensation of 
the injured employee shall be equal to his average 
weekly wages in case such wages are less than nine 
dollars. 

H. 248. An Act abolishing the Department of Pub- 
lic Utilities and providing for the Performance of its 
Duties relative to Smoke Inspection and Abatement 
by the Department of Public Health. 

S. 38. An Act relative to the Regulations govern- 
ing the Sale of Milk. 

Section fifteen of chapter three hundred and sev- 
enty-six of the acts of nineteen hundred and thirty- 
four is hereby amended by striking out paragraph 
(C)* as contained in the twenty-ninth to forty-seventh 
lines, inclusive. 

*(C) If twenty-five per cent of the Massachusetts producers 
within any market production zone, by petition in writing, 
request the board to establish minimum resale prices for milk 
for the market or markets within such market production zone, 
and if, in the judgment of the board, after making such exam- 
ination and investigation as is authorized by this act, the price 
to the preducer established under authority of this act or 
by any agreement, license, regulation or order made or issued 
pursuant to any federal law, cannot be maintained, the board 
may, after a public hearing, fix, by official order, minimum 
wholesale and/or retail prices for milk sold within the market 
or markets affected irrespective of where such milk is produced. 
The board may, in like manner, but without petition as afore- 
said, alter, revise, amend or rescind the prices so fixed. The 
prices so fixed, altered, revised or amended shall be fair, just 
and reasonable, and skall be given publicity by the board 


by advertising the same in the principal newspapers, and other- 
wise, in the zone or zones affected. 


MISCELLANY 


THE RETIREMENT OF DR. E. B. LANE 


It is with deep regret that the Managers of the 
Adams Nervine announce the retirement of Dr. Ed- 
ward B. Lane from the directorship after more than 
twenty-five years of active service. 

Dr. Lane has had a very colorful and distinguished 
career in the field of nervous diseases. His connec- 
tion for many years with state institutions, private 
practice, academic affiliations, and association with 
the Adams Nervine have all made him a very prom- 


inent figure in Boston psychiatry during the past half 
century. He became interested in psychological 
medicine while a student at Harvard College. It was 
here that he attracted the attention of William 
James, and it was upon his advice that he decided 
to enter the field of psychiatry. He entered Har- 
vard Medical School in 1881. An internship at the 
McLean was followed by a staff position at the old 
Boston Lunatic Hospital in South Boston, now no 
longer existent. After three years he joined the 
staff of the State Hospital at Northampton. In 1889 
he returned to Boston to take charge of the Austin 
Farm. When in 1906 the Austin Farm and Pierce 
Farm were combined in the establishment of what 
is now known as the Boston State Hospital, he was 
given the Superintendency. It was in 1909 that he 
became Resident Physician at the Adams Nervine, 
which position he has held until his recent retire 
ment. 


For a number of years, Dr. Lane was instructor in 
psychiatry at the Harvard Medical School, and for 
twenty-five years was Professor of Mental Diseases 
at Tufts College Medical School. 


Dr. Lane is succeeded at the Adams Nervine by 
Dr. J. Martin Woodall. Dr. Woodall has been asso- 
ciated with Dr. Lane at the Nervine for several 
years. He is a graduate of Harvard Medical School. 
He received training in general pathology and in 
neuropathology under Dr. F. B. Mallory at the Bos- 
ton City Hospital; clinical neurology under Dr. Stan- 
ley Cobb, then of the Boston City Hospital; neuro- 
surgery under Dr. Donald Munro of the Boston City 
Hospital. 

Under the new management, the Adams Nervine 
will doubtless continue to occupy the same high po- 
sition in the community that it has held under Dr. 
Lane. 

BERNARD C. WELD, Secretary. 


ACADEMY OF PEDIATRICS SYMPOSIUM 
ON VITAMIN MILK 


On December 6, 1934, the Massachusetts Branch 
of the American Academy of Pediatrics held a meet- 
ing at Vanderbilt Hall for a round table discussion 
of the somewhat controversial subject of vitamin D 
milk. Dr. John W. M. Bunker of the Massachusetts 
Institute of Technology opened the meeting with 
the explanatory statement that ordinary milk has a 
detectable antirachitic potency which can be in- 
creased by: 


1. Direct irradiation according to the Steenbock 
process. 

2. The feeding of milking cows with determined 
amounts of irradiated yeast. 

8. The addition to milk of a cod liver concentrate 
according to the Zucker process. 

The first two methods are the only ones which 
concern us particularly in New England. 

Irradiated milk can be practically brought to a 
potency of 50 Steenbock units per quart, anything 
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beyond this potency affecting unfavorably the flavor 
of the milk. Yeast milk can be brought to a consid- 
erably higher degree of potency—160 units or more 
per quart. Both have been demonstrated to heal 
and prevent rickets in certain cases. 

Following Dr. Bunker’s explanatory remarks, Dr. 
Henry D. Scott of the Wisconsin Alumni Foundation 
told how Dr. Hess and Dr. Steenbock had in 1924 
simultaneously discovered the method of increasing 
antirachitic potency by irradiation. Steenbock pa- 
tented it and turned the patent over to the Univer- 
sity of Wisconsin, refusing to benefit personally 
from it. One of the chief concerns of the Alumni 
Foundation, administering the patent, is to determine 
in what ways the method shall be used, having re- 
ceived applications from industries manufacturing all 
types of products from hot dogs to chewing gum. 
Mistakes, it is admitted, have been made in granting 
the rights. 

One of the difficulties encountered in evaluating 
properly the relative merits of these milks, accord- 
ing to Dr. Allan Butler, is the present-day rarity of 
rickets in New England. Last winter, in fact, Dr. 
Wyman was able to find only twelve suitable cases 
on which to conduct a study. Various methods will 
prevent or cure ordinary rickets; some cases are 
difficult to cure by any method. 

Dr. Edwin T. Wyman, however, expressed his be- 
lief that rickets will be prevented in a greater pro- 
portion of cases by milk containing 160 rat units, 
than by a milk of lesser potency. He also called 
attention to the confusion in nomenclature of two 
milks so different in potency and yet so similar in 
name as vitamin D milk and vitamin D milk irra- 
diated, and suggested that the term vitamin D milk 
be restricted to the yeast milk. 

Dr. John Lovett Morse gave as his opinion that 
most pediatricians and laymen take mild rickets too 
seriously (an opinion that was probably concurred 
in by most of those present). 


Others taking part in the discussion were Dr. 
Borden S. Veeder of St. Louis, Dr. Lewis W. Hill and 
Dr. Fritz B. Talbot. The consensus of opinion was 
that much remains to be learned about the entire 
subject. 


RESUME OF COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR DECEMBER, 1934 


MONTHLY REPORT FOR DECEMBER, 1934 


Disease Dec., Nov., 5 Yr. 

1934 1933 Aver- 

age* 

Anterior Poliomyelitis 1 4 13 
Chicken Pox 1781 1028 1382 
Diphtheria 69 94 275 
Dog Bite 643 300 290 
Epidemic Cerebrospinal Meningitis 10 4 8 
German Measles 328 30 58 
Gonorrhea 570 593 555 
Lobar Pneumonia 285 740 453 | 


JAN. 17, 1935 
Measles ..... 650 2251 1192 
Mumps 242 367 493 
Scarlet Fever 648 843 1213 
Syphilis 383 372 371 
Tuberculosis (Pulmonary ) 204 255 301 
Tuberculosis (Other Forms) eee 30 29 36 
Typhoid Fever 11 14 23 
Undulant Fever. 0 1 
Whooping Cough 651 1144 798 


*Based on the figures for the preceding 5 years. 


The incidence of diphtheria for 1934 was 40 per cent 
less than for 1933. 


Typhoid fever continued on its downward trend 
with a reported incidence of 135, a 17 per cent de- 
crease over the 1933 figure of 162. 

While the number of reported cases of pulmonary 
tuberculosis shows an increase for 1934, it is en- 
couraging to note that there was a decrease in 
deaths. 

With 8,393 cases for the year, scarlet fever had 
its lowest prevalence since 1922. 

The incidence of measles since August has been 
low, but the morbidity for the year was the highest 
ever reported in this State. 

Chicken pox and German measles continue to show 
an increased prevalence. 

Anterior poliomyelitis had a very low reported 
incidence for the past year. 

Whooping cough, although high for the first seven 
months and for the year as a whole, is running more 
normal at present. 

Lobar pneumonia, mumps, tuberculosis other forms, 
and epidemic cerebrospinal meningitis show nothing 
remarkable. 


RARE DISEASES 


Anterior Poliomyelitis was reported from Chico- 
pee, 1. 


Dysentery (Amebic) was reported from Ludlow, 1. 

Dysentery (Bacillary) was reported from Ded- 
ham, 1. 

Encephalitis Lethargica was reported from Melrose, 
1; New Bedford, 1; Quincy, 1; Springfield, 1; to- 
tal, 4. 

Epidemic Cerebrospinal Meningitis was reported 
from Boston, 1; Framingham, 1; Malden, 1; Methu- 
en, 1; Rutland, 1; Somerville, 2; Springfield, 1; 
Stoneham, 1; Worcester, 1; total, 10. 

Malaria was reported from Chelsea, 2. 


Septic Sore Throat was reported from Boston, 2; 
Greenfield, 2; Milton, 1; total, 5. 

Tetanus was reported from Attleboro, 1; Chelsea, 1; 
Saugus, 1; total, 3. 5 

Trachoma was reported from Milton, 1; Newton, 1; 
total, 2. 

Trichinosis was reported from Boston, 5; Brook- 
line, 2; Dartmouth, 1; North Adams, 1; Springfield, 
1; Williamstown, 3; total, 13. 

Typhus was reported from Boston, 1. 
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CORRESPONDENCE the method is useful only for women whose men- 

strual cycles are quite regular.” In the following 

TRANSLATIONS OF SYPHILIS SIVE MORBUS | paragraphs of the second edition of this book, pp. 

GALLICUS 65, 69, 71, 77, paragraphs 4, 7, 9, and 4, respectively, 


Yale University 
The School of Medicine 
Affiliated with the New Haven Hospital on the 
Anthony N. Brady Memorial Foundation 
333 Cedar Street 


Department of Physiology New Haven, Connecticut 


January 8, 1935. 
Editor, New England Journal of Medicine, 

The recent correspondence in your columns con- 
cerning English translations of Fracastoro’s cele- 
brated poem Syphilis sive morbus gallicus prompts 
us to call attention to the excellent prose version of 
the poem which has just been published in England, 
and is soon to be available for distribution in this 
country through Charles C Thomas the medical pub- 
lisher of Springfield, Illinois. The title of the new 
translation is as follows: Fracastor Syphilis or the 
French disease. A poem in Latin hexameters by 
Girolamo Fracastoro with a translation notes, and 
appendix by Heneage Wynne-Finch and an introduc- 
tion by James Johnston Abraham (London, William 
Heinemann, Medical Books, Ltd., 1934, viii, 254 pp., 
5 pl). This new translation, presented with the 
original Latin text, is the most scholarly and at- 
tractive that has yet appeared in English, supersed- 
ing that of Mr. Justice Riddell published in Toronto 
in 1928 (Hieronymus Fracastorius and his poetical 
and prose works on syphilis with a full glossary of 
medical and other terms—By the Honourable William 
Renwick Riddell. Published by the Canadian Hy- 
giene Council, 1928, xii, 136 pp.), as well as those 
mentioned by Dr. Brown. It should be pointed out 
also that. Dr. Wilmer Cave Wright’s excellent trans- 
lation of De contagione does not include the poem 
Syphilis, although it contains a full translation and 
discussion of Fracastoro’s later views concerning the 
disease itself and its treatment. 


In March of this year the Yale Press expects to 
publish our bibliography of Fracastoro’s poem 
Syphilis which is mentioned in your review of van 
Wyck’s edition. The bibliography will contain full 
descriptions of more than a hundred editions of the 
poem including translations into six languages, 
seven of which represent independent prose or poeti- 
cal versions in English. 

Yours very truly, 
LEONA BAUMGARTNER, M.D., 
J. F. Fuiton, M.D. 


COMMENT ON THE REVIEW OF K. OGINO’S 
BOOK “CONCEPTION PERIOD OF WOMEN” 


; January 8, 1935. 
Editor, New England Journal of Medicine, 

In the current issue of the Journal, on January 3, 
your reviewer of the “Conception Period of Women,” 
by K. Ogino, makes the statement: “In the first place 


the author makes it quite clear that for irregular 
cycles all that is necessary is to add the difference in 
days between the longest and the shortest cycles, to 
the beginning of the eight-day fertile period. 


Your reviewer’s final advice seems a bit naive in 
the face of conditions as they are to-day. It is true 
that carefully controlled series of human statistics 
to verify the theory would be ideal. But there is no 
doubt that, judging from the literature, we have 
here something that is working empirically. Refer- 
ring to Miller’s report of over seven hundred re- 
corded cohabitations in accordance with the theory, 
it is inconceivable that these could have occurred 
without a single pregnancy resulting, unless the 
theory were valid as used. On September 8, 1934, 
the Journal of the American Medical Association 
states editorially: “Enough evidence has already 
been established to indicate that a strict observance 
of the method is insurance of sterility even beyond 
that associated with the employment of most of the 
contraceptive apparatus and medicaments.” 

Are we to let the “medically sick patients in whom 
pregnancy would be dangerous or even somewhat 
harmful to health” go without any attempt to aid 
them, until such time as science can make out a 
water-tight case for the theory? These cases, in fact, 
are but an insignificant proportion of the total num- 
ber of people who need this help at the present time. 
The American Medical Association Journal has twice, 
recently, called for the large maternity clinics of the 
country to give this method a thorough trial. In 
view of all this, should we wait for “a great deal 
more carefully controlled evidence from human 
matings than is at present available?” 

Sincerely yours, 
Rocer E. Stewart, M.D. 

201 Bay State Road, 

Boston, Mass. 


RECENT DEATHS 


TRACY—Epwarp Atoysius Tracy, M.D., of 50 Han- 
cock Street, Dorchester, Mass., died at his home, 
January 12, 1935, after an extended illness. He was 
born in 1864, graduated from the Harvard Medical 
School in 1891 and, after practicing in South Boston 
for fifteen years, moved to Dorchester. 

He joined the Massachusetts Medical Society in 
1891 and was also a Fellow of the American Medical 
Association. He had served as school physician and, 
after postgraduate work in Vienna, devoted time 
to the study of epilepsy. He was the author of two 
books on this subject. 

Dr. Tracy is survived by a son, Joseph V. Tracy; 
a brother, the Rev. Joseph Tracy, D.D.; and a sis- 
ter, Miss Mary R. Tracy. 
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KIRKWOOD—Robserr J. Kirkwoop, M.D., of South 
Boston, died January 3, 1935, after an acute illness. 


He was born in South Boston in 1896 where his’ 


early education was acquired, later graduating from 
the Boston Latin School. He graduated in medicine 
from the Harvard Medical School in 1925. 

At the time of the World War he attended the of- 
ficers’ training camp at Plattsburg and after this ex- 
perience entered the United States Army as a 
first lieutenant. He served first with the 302nd In- 
fantry at Camp Devens and later twelve months in 
France. 

He was a charter member of the Michael J. Per- 
kins post of the American Legion, a member of the 
Pere Marquette Council, Knights of Columbus; the 
James M. Curley, Jr., Court of Foresters, the South 
Boston and Boylston Medical Societies, the Lancet 
and the Aesculapian Clubs. 


OBITUARIES 


DR. CURTIS HERMAN JENNINGS 


Dr. Curtis Herman Jennings, aged 58, pioneer 
roentgenologist, a leading authority on x-ray and 
electrotherapeutics, died at his home in Fitchburg, 
Monday, December 31, 1934. He had been a patient 
sufferer from nephritis for the last four years and 
that disease finally exacted its toll. 

Dr. Jennings was born in Brookfield, August 14, 
1876, the son of Calvin and Ann Maria (Gilbert) 
Jennings. His early boyhood was spent in South 
Dakota, but as a youth he moved with his family 
to Springfield. He was graduated from the Spring- 
field High School in 1895, and entered the medical 
school at Western Reserve, Cleveland, Ohio. He 
left college to enlist in the Spanish-American War 
and served six months as a gunner’s mate on the 
U. S. S. Prairie which participated in the engage- 
ment at Santiago. He held an Admiral Sampson 
Medal in commemoration of that battle. 

The war ended, the young medical student was 
discharged and returned to civilian life. Intent on 
continuing his studies he enrolled at Baltimore Uni- 
versity Medical School and was graduated in 1902. 
The roentgen ray was then struggling in its infancy, 
but the combination of mechanics as applied to medi- 
cal science fascinated the active mind of the student 
and he specialized in it during his years at Balti- 
more. Standing well in his classes, he yet found 
time to play football and the new game of basket- 
ball. 

Soon after graduation he entered general practice 
in Boston and practiced for a short time in Port- 
land, Maine. X-ray still interested him and he went 
to New York to study under Dr. Lewis Gregory Cole 
who was the unquestioned head of the new science 
at that time. He remained there until 1905 when 
he removed to Fitchburg. 

He had charge of roentgenology and the clinical 
laboratory at Burbank Hospital until a few years ago 
and was consultant at the Leominster, Henry Hey- 


wood, Ayer Community, Elliot Community of Keene, 
N. H., and Peterboro hospitals. For many years he 
collaborated with Dr. A. P. Mason in the Worcester 
North Medical laboratories in Fitchburg. 

With the outbreak of the World War he enlisted, 
again in the navy, this time serving as a lieutenant 
commander, stationed at New London, Conn. He 
was one of a corps of picked experts, giving excellent 
service in the field of roentgenology. 

Dr. Jennings was a member of the American and 
the New England Roentgen Ray Societies, the Radio- 
logical Society of North America, the American Med- 
ical Association, the Massachusetts Medical Society, 
the Springfield Academy of Medicine, the Worcester 
North District Medical Society and the Phi Chi Med- 
ical Fraternity. He was secretary of the Worcester 
North District Medical Society, for twenty-one years, 
and was also secretary of the Worcester North Can- 
cer Clinic for many years. 

He was a member of the Aurora lodge, A. F. & 
A. M.; past commander of the American Legion, 
Fitchburg Post; past surgeon of Camp Guanica, 
U. S. W. V.; a member of the Rotary Club and a 
former member of the Fay, Alpiné and Oak Hill 


Country Clubs. He was affiliated with Christ Epis- . 


copal Church. 

He was married thirty-one years ago to Ellen 
Marion Hubbard. He is survived by her, also by 
two daughters, Mrs. Elizabeth Pettus, of Santa Bar- 
bara, Calif., and Mrs. Pickney H. Walker, of Colum- 
bus, S. C.; and a son, Calvin W. Jennings. 

He leaves a sister, Mrs. Myron M. Adams, of 
Southern Pines, N. C., and two grandchildren. 

Dr. Jennings was an outstanding member of the 
Worcester North District Medical Society. He was 
a man without veneer and with humility prominent 
in his make-up. The very charm of his personality 
and his deep culture endeared him to the members 
of the medical profession and to the entire com- 
munity in a degree that is rarely achieved. 


RESOLUTION ON THE DEATH OF 
DR. GEORGE C. PARCHER 


Union Hospital, Inc. 
Lynn, Mass. 
December 8, 1934. 
Whereas; our friend and associate, Dr. George C. 
Parcher, has been removed by death from our com- 
pany, and 
Whereas; we, the Staff of the Union Hospital, of 
Lynn, keenly feeling our loss, wish to register our 
appreciation of his kindly qualities, his helping hand 
to his associates and his patients, his steadfast loyal- 
ty to this hospital, the community, and the country, 
and to tender our sympathy to his family. It is 
ordered that this resolution be spread upon our 
minutes and a copy sent to Mrs. Parcher. 
Merzcer, M.D., 
Gerorce H. Musso, M.D., 
Joun L. Favororo, M.D., Secretary. 
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NOTICES 


RESIGNATION OF HOWARD M. CLUTE, M.D. 


Dr. Howard M. Clute announces his resignation 
from the Lahey Clinic and the opening of his office 
at 171 Bay State Road, Boston, telephone Common- 
wealth 1680. 


AN INVITATION TO FELLOWS OF THE 
MASSACHUSETTS MEDICAL SOCIETY 


HARVARD UNIVERSITY MEDICAL SCHOOL CoURSES 
FOR GRADUATES 


A list of activities in the Department of Pediatrics 
of the Children’s Hospital and of the Massachusetts 
General Hospital, to which members of the Massa- 
chusetts Medical Society are cordially invited, ap- 
pears below. These exercises are offered without 
fees as a part of the Courses for Graduates, of the 
Harvard Medical School, to those who are interested 
in keeping in touch with Clinical Pediatrics, without 
enrolling in the prescribed courses. 


The Children’s Hospital and the Infant’s Hospital: 


Clinical-Pathological Conference — Thursdays, 
12:00 M. (Amphitheatre). 

Clinic—Medical, Surgical and Orthopedic Serv- 
ices—The first Monday in each month, 4:00 
P.M. (Amphitheatre). 

Clinic — Alternating Rounds between Surgical 
Service, Peter Bent Brigham Hospital 
(Amphitheatre) and Surgical and Orthopedic 
Services, Children’s Hospital (Amphitheatre) 
—Thursdays, 4:30 P.M. 


The Massachusetts General Hospital—The Children’s 

Medical Service: 

Clinical meeting of the staff—Alternate Fridays, 
12:00-1:00 P.M. (Ether Dome). 

Ware Visit — Tuesdays, 2:30-4:90 P.M. (Massa- 
chusetts Eye and Ear Infirmary). 

Seminar for discussion of recent investigations 
and literature — Tuesdays, 4:00-5:00 P.M. 
(Pediatric Laboratory). 


Maynarp Lapp, M.D., 
In Charge of Courses for Graduates, 
Department of Pediatrics. 


CLINIC AT THE PETER BENT BRIGHAM 
HOSPITAL 


At 3:30 P.M. on Thursday, January 24, in the 
Amphitheatre of the Peter Bent Brigham Hospital 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invited practitioners and 
medical students. These clinics will be repeated on 
Thursdays until May. z 

On Saturdays in the wards of the Peter Bent 


Brigham Hospital, from 10 to 12, staff rounds will 
be conducted by Dr. Christian. These are open to 
all physicians. 


EXAMINATION FOR PSYCHIATRIC 
INTERNSHIPS 


Worcester State Hospital 
Worcester, Mass. 


Six Psychiatric Internships of twelve months. 
To begin July 1, 1935. 
A Rotating Service on Medical and Surgical 
Wards, Male and Female Psychiatric Wards. 

Organized instruction in the following courses: 

(1) Clinical Psychiatry 

(2) Seminar in Psychoanalysis 

(3) Administrative Psychiatry 

(4) Biopsychiatry 

(5) Juvenile Psychiatry 

(6) Psychiatric Social Service 

(7) Neuropathology 

(8) Fever Therapy 

(9) Endocrines in Psychiatry 

(10) Research Methodology 

(11) Psychometrics in Psychiatry 

(12) Biometrics 


Registration before March 1, 1935. 

Examination date: March 15, 1935, at 9 A.M. at 
the hospital. 

The hospital provides maintenance. 

Graduates (unmarried men) of Class A Medical 
Schools who have completed an accredited intern- 
ship in medicine are eligible. 

Applications should be addressed to the 

DIRECTOR OF CLINICAL PSYCHIATRY. 


A PRIZE OF FIFTY DOLLARS FOR CASE RE- 
PORTS BY INTERNS IN MASSACHUSETTS 
HOSPITALS 


The attention of interns in Massachusetts hospi- 
tals is called to the fact that a prize of $50.00 has 
been offered by the Massachusetts Medical Society 
for the best written and most comprehensive case 
report, which may be submitted by one of their 
number holding any of the rotating internships for 
the year 1934-1935 in any Massachusetts hospital 
which is approved for intern training by the Amer- 
ican Medical Association. 

This report is to be typewritten, and when com- 
pleted is to be sealed, unsigned, in a plain envelope, 
which in turn is to be placed together with a sep- 
arate slip bearing the name and address of the con- 
testant in a larger envelope, and sent to 

The Massachusetts Medical Society, 
Committee on Medical Education 
and Medical Diplomas, 

8 Fenway, 

Boston, Mass. 


The contest this year closes May 1, 1935. Reports 
may be submitted at any time prior to that date. 
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REPORTS AND NOTICES 
OF MEETINGS 


FAULKNER HOSPITAL CLINICAL MEETING 


On Thursday afternoon, January 3, 1935, the usual 
clinical meeting was held at the Faulkner Hospital. 


A case which was presented at the November 
meeting as a case of rheumatic fever with rheu- 
matic nodules in the scalp as demonstrated by bi- 
opsy came to autopsy during the month of December. 
Following his presentation in November his condi- 
tion improved appreciably so that he was out of 
bed and fever-free. Suddenly he developed a ter- 
minal infection in the throat with extension into the 
glandular tissue of the neck. The interesting fea- 
ture of the case in addition to the terminal infection 
was the fact that at autopsy there was evidence of 
both rheumatic fever and periarteritis nodosa. Typi- 
cal histological findings of both of these conditions 
were found. It was, therefore, undecided whether 
some of the typical histological findings of rheu- 
matic fever may be associated with periarteritis 
nodosa, or whether the findings of periarteritis 
nodosa may exist as a lesion of rheumatic fever, or 
whether in this individual both diseases were pres- 
ent. This patient was reported before as having 
pronounced eosinophilia of unknown etiology. Trich- 
inosis and lymphoid malignancy had been con- 
sidered. Both of these were ruled out by the autop- 
sy. It is felt that the eosinophilia was associated 
with either the rheumatic fever or the periarteritis 
nodosa. In either case an eosinophilia such as this 
man had is exceedingly unusual. 

The other case discussed was that of a man whose 
prostate had been removed a few weeks before his 
death in a two-stage operation. Eighteen days after 
the operation he developed pain in the chest and 
signs of inflammation in the right lower chest de- 
veloped. He also was troubled for the last two weeks 
of his life with hiccoughs. He had a fiery red 
tongue which had been described as typical of renal 
insufficiency in prostatic cases and he gradually 
developed signs suggestive of uremia although his 
non-protein nitrogen was not elevated and he 
was passing an appreciable amount of urine. There 
was considerable distention following the operation 
which could be relieved by appropriate measures. 
At autopsy an inflammatory condition was found in 
the chest which was felt to be secondary to an in- 
farct. There was a band of adhesions in his abdo- 
men from some old inflammatory condition which 
caused a partial obstruction of the lower part of 
the ileum. This probably accounted for the tenden- 
cy to distention. Instead of a disturbance in the 
kidneys, which were practically normal in appear- 
ance, there was a marked cirrhosis of the liver 
which must have existed for some years. It was 


felt that the symptoms suggesting uremia were due 
to insufficiency of the liver. It is of interest to note 
how people can have badly scarred livers without 
symptoms. 


Following the presentation of these two cases Dr. 
John S. Hodgson, our neurologist, discussed the rup- 
ture of intervertebral discs. He called attention to 
the fact that the intervertebral discs, especially in 
the cervical and lumbar regions, are subject to in- 
jury by sudden trauma, be it a blow or severe mus- 
cular exertion, or by continued slight trauma. The 
lesion consists in the rupture of the annulus fibro- 
sus which forms the periphery of the intervertebral 
discs. With a rupture of this a part of the disc 
protrudes from its normal position or even herniates 
into the body of the vertebra. These protrusions 
press on nerve roots or even on the spinal canal 
and cause symptoms. The chief symptom may be 
just pain which may be local or may be deferred, or 
there may be definite neurological symptoms result- 
ing from pressure on nerves. If in the lumbar re- 
gion, these symptoms simulate sacroiliac disease. If 
in the cervical region, pain exists often extending 
down the arm which cannot be accounted for other- 
wise. ‘It is conceivable that many of the so-called 
chondromas that have been reported may be rup- 
tured discs. By x-ray study it is sometimes possi- 
ble to demonstrate a narrowing of the intervertebral 
space, but the diagnosis is more readily made by 
means of a combined cistern puncture with a lum- 
bar puncture. In these cases there is evidence of 
a certain degree of block. The total protein in the 
spinal fluid is slightly elevated from 40 mgm. to 60 
or 70 mgm. The use of lipiodol is sometimes help- 
ful in demonstrating the slight degree of blocking in 
the spinal canal. If the diagnosis is made, opera- 
tive procedures seem to be the appropriate treat- 
ment. A laminectomy is performed. The loose bit 
of cartilage is removed. Sometimes it is entirely 
free from attachment; sometimes it is attached to 
the disc. Dr. Hodgson emphasized how small the 
bits of extravasated cartilage which will give symp- 
toms may be. 

In removing the bit of cartilage it is sometimes 
necessary to open the dura; at other times not. 
After removal of the cartilage the vertebrae are 
sometimes fused. The immediate relief from pain 
and pressure symptoms in these cases is eonsider- 
able. Just what the final report is going to be, it 
is perhaps a little too soon to decide, Although ap- 
parently a definite pathological entity has been es- 
tablished, it occurs to the writer that, in some of the 
cases with only pain as a symptom, the possibility 
of a considerable functional element which so often 
is benefited by operated procedure must be kept in 
mind. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


A meeting of the Suffolk District Medical Society 
was held in the Boston Medical Library on Novem- 
ber 28, 1934. Dr. Roderick Heffron of the State 
Department of Public Health spoke on “The Massa- 
chusetts Pneumonia Program” in substance as fol- 
lows: Ninety-six per cent of cases of acute lobar 
pneumonia are due to the pneumococcus. Improved 
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methods of treatment have reduced the death rate 
of some types of pneumonia greatly. The health 
department of this state by means of its extensive 
study has shown that the use of immune horse serum 
in types I and II give satisfactory results both in 
the hospital and in the home. It has been found 
that only types I and II of the thirty-two known 
types are of any epidemiological significance. Twen- 
ty per cent of family contacts in types I and II be- 
come carriers, and this is especially true of those 
members of the family who are suffering from minor 
respiratory infections. 


The laboratory has developed a concentrated 
bivalent serum which is twice as strong as that for- 
merly used. Throughout the state there are forty- 
six laboratories equipped with trained technicians to 
type suspected sputum and to distribute the serum 
where needed. Some eighty practitioners have aid- 
ed this survey by careful records of their cases and 
about seven hundred patients have been treated. At 
the present time any physician can procure serum 
for the treatment of his pneumonia patients, pro- 
vided that they have been typed and found to be 
either type I or II and provided that the doctor cer- 
tifies that they have been ill no longer than ninety- 
six hours. 


The results obtained in treated cases in types I 
and II where the treatment has been instituted be- 
fore the fourth day have shown that the mortality 
in type I has been reduced to about one-third of its 
original value and in type II to around one-half. 
This is a consistent and long maintained record. 
The average patient in the past year received sixty- 
eight cubic centimeters of serum, and thirty to forty 
is usually sufficient. 


Dr. Heffron then showed a series of slides giving 
the incidence and mortality from the different types 
treated and untreated. The incidence of type I is 
thirty-three per cent of all cases of pneumonia; of 
type II twenty-four per cent; type III nine per cent; 
and type IV thirty-four per cent. Over eighty per 
cent of cases of types I and II fall into the age 
group between ten and forty-nine and about seventy- 
five per cent occur in males. A large series of type 
I treated cases gave a mortality rate of 9.7 per cent 
as against 24.2 per cent in the untreated. A posi- 
tive blood culture increased the fatality rate from 
4.7 per cent to 20.8 per cent. 


In type II, treatment with serum reduced the 
fatality rate from 40.3 per cent to 23.3 per cent. 
Likewise in this group those cases with a positive 
blood culture had a definitely poorer prognosis. 
Type II is a more severe infection for the young 
adult with a higher percentage of complications and 
bacteremia. The fatality rate in the home cases 
was comparable to that in the hospitals. 


By the modern Neufeld method of typing, only from 
five to twenty minutes are needed as against five to 
eight hours by the previous methods. By adding a 
drop of immune rabbit serum to a fleck of sputum 
there wil] be a pronounced swelling of the capsules 


of the cocci if the antiserum is of the same type as 
the pneumococci. This method is as accurate as 
those previously used. 


The second speaker of the evening, Dr. Frederick 
T. Lord, discussed “The Diagnosis and Treatment 
of Lobar Pneumonia.” There is a preceding history 
of acute upper respiratory infection in fifty per cent 
or more of the cases. The onset of the disease is 
usually explosive with chill, pain in the side, rapid 
elevation of temperature, cough and bloody sputum. 
Lobar pneumonia may be confused with pulmonary 
infarction, which, however, usually follows child- 
birth, operation or trauma; the temperature rises 
less abruptly and the sputum is more frankly 
bloody. 

Though the different types of pneumococcus in- 
fection cannot be recognized clinically, the chances 
are in favor of type I or II and this chance is in- 
creased in male patients between the ages of 20 and 
50, with a typical grouping of initial symptoms. Lobar 
pneumonia in children and in the elderly is less 
likely to be due to type I or II pneumococcus. These 
two types are seldom the cause of postoperative 
pneumonia. 

In the determination of the type of pneumococcus 
infection, the sputum is the most satisfactory ma- 
terial to investigate, but in the uncommon instances 
in adults in which sputum cannot be obtained the 
type of infection can be determined by other means. 
The specific precipitin test on the urine is usually 
positive only late in the course of the disease or in 
severe infections. A blood culture should be taken 
in every case and typing can be done on positive 
cultures. Throat cultures may also be used for 
typing. Dr. Lord does not advise the use of lung 
puncture for diagnosis. When Group IV pneumo- 
cocci are reported in the sputum, the typing should 
be at once repeated. 


Dr. Lord stressed the importance of the early use 
of serum to diminish the mortality and stated that 
of patients treated in Massachusetts the death rate 
in those specifically treated during the first three 
days was 6.8 per cent, on the fourth day 17.4 per 
cent and thereafter the same as in the untreated 
cases. The outlook is less favorable with pregnancy, 
septicemia and advancing years. 


In discussing the treatment of patients with lobar 
pneumonia, Dr. Lord emphasized the importance of 
an abundant water intake. The posture should be 
changed frequently to prevent bronchial occlusion 
and consequent spread of the infection. The intes- 
tinal tract should be kept open with a daily enema 
if necessary to avoid distention which elevates the 
diaphragm. With anoxemia the oxygen tent is the 
most satisfactory method of giving oxygen. From 
forty to sixty per cent oxygen can be maintained 
in this apparatus and higher concentrations are un- 
desirable. Morphia may be given to control pain 
or restlessness. Artificial pneumothorax is now 


under investigation as a therapeutic measure. Vac- 


cines are not likely to be of value by analogy with 
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their use in other existing infections and thus far 
there is no immunologic evidence in their favor. 

With respect to specific therapy, in addition to a 
lowering of the mortality, there are important 
clinical indications of improvement in a fall in the 
temperature and pulse rate, lessened toxemia, fail- 
ure of the local lesion to spread, shortened course 
of the disease and a change in the blood culture 
from positive, to negative. If the blood culture is 
positive more than the usual amount of serum should 
be administered. Serum should not be given to the 
desperately ill, because a reaction may do harm, but 
it is seldom that patients are ill enough within the 
first four days to exclude serum treatment. Chil- 
dren, the aged, and hypersensitive individuals are 
also excluded. 

To avoid reactions, precaution must be taken as 
in the use of all therapeutic animal sera, but the 
danger is greater with intravenous than with sub- 
cutaneous administration. All patients should be 
questioned regarding a previous history of asthma, 
hay fever, eczema, urticaria, angioneurotic edema 
and a previous injection of animal serum. It should 
be appreciated that a diphtheria toxin-antitoxin 
contains a small amount of animal serum. MHyper- 
sensitiveness should also be tested directly. The 
intracutaneous is probably more reliable than the eye 
test. About 0.02 ce. of a 1 to 100 dilution of normal 
horse serum is injected into the skin. A genuine 
urticarial wheal with surrounding erythema indicates 
hypersensitiveness to horse serum. The use of 
horse serum is dangerous with a positive history 
and with a positive skin test. The most serious 
contraindications are a history of asthma or hay 
fever and a positive skin or eye test. 

In cases in which there is doubt regarding hyper- 
sensitiveness, the fractional method of administra- 
tion may be used, starting with a small amount 
(from 0.005 to 0.1 cc.) subcutaneously and doubling 
the dose every half hour until 1.0 ce. is given, then 
giving 0.1 cc. intravenously. Adrenalin chloride 
should always be at hand when patients are tested 
or treated with alien serum. Administration of 
serum after the lapse of seven to ten days from the 
first dose may be dangerous. 

As to dosage, in non-sensitive patients, with type 
I infection, the recommendation at present is to give 
two cc. of the antibody solution intravenously at the 
rate of one cc. per minute. If there is no reaction, 
at the expiration of two hours, thirteen cc. are given 
and an additional forty-five cc. two hours later. This 
amounts to about 120,000 units. In type II an ad- 
ditional forty-five cc. are given after.a further two- 
hour interval. In general, the dosage of serum with 
type II should be about double that for type I and 
more than the usual amount of serum should be 
given in the presence of pneumococcus septicemia 
or a complicating pregnancy. The subsequent dosage 
may be judged by the clinical progress, the tem- 
perature being the most reliable guide at present, 
but there is promise in the intracutaneous test with 
type specific capsular polysaccharide; absence of a 


local reaction may be taken to indicate that the pa- 
tient needs more serum. 

Certain undesirable reactions may occur following 
treatment with serum. Of the immediate reactions, 
fatal anaphylactic shock, transient apprehension, 
sweating, headaches, cyanosis, pallor, rapidity and 
weakness of the pulse and thoracic oppression and 
this complex of symptoms with urticaria and asthma 
may be observed. A thermal reaction may come on 
within an hour of the injection. Serum disease oc- 
curs in about 18 per cent of the cases. Of the five 
deaths recorded from serum treatment, two had 
anaphylactic and three thermal reactions. Fatal re- 
actions may be avoidable by strict observance of 
precautions. 

Dr. Churchill then discussed the “Surgical Treat- 
ment of Empyema.” The physician must tap where 
he thinks from the x-ray picture there is pus, and 
not necessarily in the classical area. Tenderness 
often helps in the localization of pus. The bacterial 
agent is established in order to rule out tubercular 
effusion. 

The patient rarely dies of empyema, but rather 
of other complications of his infection such ag pneu- 
monia in the other lung, mediastinitis, and otitis 
media. If the pus is encapsulated, dependent drain- 
age is established by rib resection, but in the non- 
encapsulated form such treatment would give a 
pneumothorax and lower the vital capacity; so that 
repeated aspirations with the needle in the early 
stage when the pneumonia is still full-blown are 
desirable. Later a rib resection may be done and 
in some cases a closed costal drainage with a 
catheter has certain advantages. 

Massive empyema develops ten to fifteen days 
after the onset of pneumonia and occurs especially 
in children. In this type there is pus over the en- 
tire chest on one or both sides, and it may be 
treated by either of the above methods, Dr. Churchill 
preferring the needle drainage in order that the pus 
may be drawn off slowly and the mediastinum 
gradually return to its original position. In empyema 
following the rupture of an abscess where there is 
usually a bronchial fistula a rib resection is prefer- 
able, due to the danger of an anaerobic infection of 
the chest wall. No stitches are taken in the wound 
and a catheter under water provides drainage. 
Saliné irrigations may be used to keep the catheter 
open. 

Dr. Churchill stressed four points: first, the con- 
servation of vital capacity; secondly, dependent 
drainage; thirdly, the avoidance of irritating irriga- 
tion; and fourthly, removal of the drainage tube only 
after the cavity has been obliterated. 

The meeting was closed with an instructive mov- 
ing picture taken in the Harlem Hospital and dem- 
onstrating the management of pneumonia. 


THE GREATER BOSTON MEDICAL SOCIETY 


The Greater Boston Medical Society met in the 
amphitheatre of the Beth Israel Hospital on Tues- 
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day, December 4. Dr. William Jason Mixter spoke 
on “Common Medical Symptoms in Neurological 
Surgery.” The neurosurgeon sees many cases of 
headache, but brain tumors are an infrequent cause; 
therefore brain tumor is not to be seriously consid- 
ered without other evidence. The physician must 
beware of diagnosing periods of unconsciousness as 
idiopathic epilepsy without a careful study of the 
patient. The first symptoms of brain tumor may be 
those associated with hemorrhage into the tumor 
mass, and Dr. Mixter cited cases where this was 
true. Fainting attacks may be due to a number of 
causes. One which is being carefully studied is 
hyperirritability of the carotid sinus, in which con- 
dition a denervation of this body will relieve the at- 
tacks. In a discussion of tumors of the scalp he 
warned against confusing angiomas with simple 
wens. The angioma usually is in the midline and 
pulsates. It may cause uncontrollable bleeding, if 
an attempt is made to remove it. Osteomata of the 
skull are often the outward manifestation of a 
meningioma. 

In injuries of the head, beware of a subsequent 
development of increased pressure, for the onset of 
the symptoms of a subdural hematoma is insidious. 
Patients having received head injuries should be 
roused at intervals to make certain that they are not 
becoming comatose. 

Backache is a very common symptom, usually re- 
ferred to the surgeon as a last resort. Symptoms 
of a spinal cord lesion should be searched for and 
malignancy ruled out. A rare but very fatal condi- 
tion causing backache is epidural abscess which fol- 
lows some septic wound, furunculosis or upper res- 
piratory infection and which is accompanied by acute 
generalized symptoms of malaise, high temperature, 
and leucocytosis, as well as backache. Lumbar punc- 
ture should not be done, if the diagnosis can be made 
without it, and early laminectomy is the only cure. 
Rupture of an intervertebral disc gives a low back- 
ache, and symptoms over a long period of time. 
After carefully ruling out simple back strain, opera- 
tive removal of the projection will relieve the acute 
pain which tends to radiate down the leg. The diag- 
nosis of spinal cord tumors is made notoriously late, 
and tumor has many times been confused with acute 
abdominal conditions. Dr. Mixter advised a careful 
neurological check-up where abdominal pain is of an 
obscure nature. 

In discussion, Dr. Solomon stressed the symptoms 
that suggest cord tumor, and said that the condition 
is often confused with multiple sclerosis. In adult 
life a convulsion may be the first sign of a brain 
tumor. Hysteria may simulate tumor. He cited a 
case where a traumatic cyst caused convulsion with- 
out any localizing signs or spinal fluid abnormality. 
He demonstrated the x-ray plates of a man who had 
fallen from a bicycle and fractured his cribriform 
plate, and thus produced a pneumocephaly. 


Dr. Bowman said that angioneurotic edema may 
be confused with brain tumor. Dr. Myerson pointed 


out that where continued pain is concerned the 
nervous symptoms should be the first to be consid- 
ered, instead of the last, as is usually the case. 


In the general discussion which followed, tubercu- 
loma as a cause of neurological symptoms was men- 
tioned; the importance of visual symptoms was 
stressed; and the possibility of neurological symp- 
toms being connected with deficiency diseases 
brought out. Combined system disease may mas- 
querade as a neoplasm of the cord. Dr. Blumgart 
briefly discussed the carotid sinus tumors where 
stimulation causes a vasodilation in the peripheral 
vessels and a slowing of the heart which lead to 
cerebral anemia. Ephedrin or atropin may control 
this condition, but some cases need operative de- 
nervation of the sinus. 


Dr. Mixter closed with a brief discussion of the 
relief of tabetic pain. If the pain is low a cordotomy 
may be effective, but many cases become mor- 
phine addicts before they reach the surgeon. 


NEW ENGLAND ROENTGEN RAY SOCIETY 


The January meeting of the New England Roent- 
gen Ray Society will be a radiological conference 
at the Hotel Statler, Boston, Mass., January 25 and 
26; 1935. 


FrmpaAy MORNING 


8:00 A.M. 
Registration—Hotel Statler 


Massachusetts General Hospital 


9:30 A.M. to 12 Noon 
Lower Amphitheatre, Out-Patient Department 
Dr. George W. Holmes, Roentgenologist, will pre- 
sent the following program: 
A series of ten minute papers by members of the 
Staff covering work which is not yet ready for pub- 
lication: 


1. The Healing of Fractures of the Skull. 

2. Some Technical Problems in the Examination of 
the Gastric Mucosa. 

3. Tuberculosis of the Cecum in the Aged. 

4. Accurate Measurements of the Living Aorta as. 
Compared with Necropsy Findings. 

5. Radiographic Procedure in the Operating Room. 

6. The Early Diagnosis of Cholesteatoma. 

7. The Right Middle Lobe in Health and Disease. 

8. The Management of the Patient with Carcinoma 
of the Bronchus. 

9. Ovarian Irradiation in Carcinoma of the Breast. 

10. Bone Lesions in Lymphoma. 


To be followed by the presentation of some 
proved cases in which an error in interpretation 
was made. 

Ten (10) minutes will be allowed for the presen- 
tation of each paper and five (5) minutes for ques- 
tions. 

Bus from Massachusetts General Hospital to Bos- 
ton City Hospital. 
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AFTERNOON 
1:00 P.M. 
Boston City Hospital 
Luncheon will be served at 1:00 P.M. by courtesy 
of the Board of Trustees. 
Dr. P. F. Butler, Roentgenologist, will present the 
following program: 
2:00 P.M. 
Vasography—Technique and Interpretation. 
Edwards, M.D. 


BE. A. 


2:20 P.M. 

Protracted Fractional High Tension Low Intensity 

Irradiation of the Larynx. F. W. O’Brien, M.D. 
2:40 P.M. 

Radiographic Evidence of Juvenile Endocrinopathies. 

James C. Healey, M.D. 
3:00 P.M. 

Anatomical Findings in the Joints in Various Types 

of Arthritis. Chester L. Keefer, M.D. 
3:30 P.M. 

Postmortem Follow-up of Radiographic Diagnoses. 
P. F. Butler, M.D. 

3:50 P.M. 

Roentgenoscopic Study of the Heart; a Moving Pic- 
ture. George Levene, M.D., Frank E. Wheatley, 
M.D., Helen Mathews, M.S., Massachusetts Me- 
morial Hospitals. 

FripaAy EvENING 
7:00 P.M. 
Subscription Dinner—Hotel Statler 
(Get dinner tickets when you register) 
Speakers 


President: T. R. Healy, M.D., Boston, Mass. 
Toastmaster: Percy Brown, M.D., Boston, Mass. 
John D. Camp, M.D., Mayo Clinic, “The Value of 
Arteriography in Peripheral Vascular Disease.” 
M. C. Sosman, M.D., Peter Bent Brigham Hospital, 
“X-ray Conference.” 
SATURDAY MORNING 


10:00 A.M. 


Bus from Hotel Statler to the Peter Bent Brigham 


Hospital 
Peter Bent Brigham Hospital 
Meeting to be held in the main amphitheatre 
(Entrance, Shattuck Street) 
Dr. Merrill C. Sosman, Roentgenologist, will pre- 
sent the following program: 
10:30 A.M. 

1. Urethrography. (20 minutes.) 
ins, M.D., Beth Israel Hospital. 

2. Further Studies on Calcified Valves of the Heart. 
(10 minutes.) M. C. Sosman, M.D., Peter Bent 
Brigham Hospital. 

3. The Value to the Clinician of the Roentgen Dem- 
onstration of Calcified Valves of the Heart. (10 
minutes.) Samuel A. Levine, M.D., Peter Bent 
Brigham Hospital. 


Samuel A. Rob- 


4. Surgery Versus Radiation in the Treatment of 
Cerebellar Medulloblastomas. (20 minutes.) El- 
liott C. Cutler, M.D., Peter Bent Brigham Hospi- 
tal. 

5. Gastro-intestinal Findings in Celiac Disease. (20 
minutes.) Edward C. Vogt, M.D., Children’s Hos- 
pital. 

6. Tuberculosis in Medical Students and Internes. 
Wilson G. Smillie, M.D., School of Public Health. 


Luncheon will be served at 1:30 P.M. at Vanderbilt 
Hall (Dormitory of Harvard Medical School, Long- 
wood Avenue and Louis Pasteur Avenue). 


BOSTON COUNCIL OF SOCIAL AGENCIES 
AND BOSTON HEALTH LEAGUE 


The joint annual meeting of the Boston Council of 
Social Agencies and the Boston Health League will 
be held at the Boston Chamber of Commerce on 
Wednesday evening, January 23, 1935, at six o’clock. 
Dr. Haven Emerson will present his findings and 
recommendations for the Health and Hospital Sec- 
tion of the Study of Social and Health Agencies of 
Boston. Dinner is $1.50. Please make reservations 
by January 22 to the Boston Council of Social Agen- 
cies, 43 Tremont Street. 


MASSACHUSETTS GENERAL HOSPITAL 
A Clinical Meeting of the Staff of the Children’s 
Medical Service will be held in the Ether Dome on 
Friday, January 18, at 12 Noon. 
Dr. H. L. Higgins will preside. 


NEW ENGLAND MEDICAL SOCIETY 
The Annual Meeting of the New England Medical 
Society will be held on Tuesday, January 22, 1935, 
in Room 303, at the University Club. 
PROGRAM 


6.30 P.M. Important Business Meeting. 

7.00 P.M. Dinner. 

8.00 P.M. Entertainment. 

The speaker of the evening will be Dr. Charles 
H. Tozier. 

Subject: “Masterpieces of Nature.” 


Lovis G. Howarp, M.D. 


BOSTON MEDICAL HISTORY CLUB 
8 Fenway, Boston 
Monday, January 21, 1935, at 8:15 P.M. 
“The Making of a Book. The Evolution of Osler’s 
Textbook.” Henry R. Viets, M.D. 
Exhibition of Osleriana, 
Light refreshments after the meeting. 
James F. BaLLarp, Secretary. 


NEW ENGLAND HEART ASSOCIATION 
The next meeting of the New England Heart As- 
sociation will be held at the Beth Israel Hospital, 
Boston, Mass., Monday, January 28, 1935, at 8:15 
P.M. 
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All members of the New England Heart Associa- 
tion and interested physicians are invited to attend. 
JAMES M. FAULKNER, M.D., Secretary. 


HARVARD MEDICAL SOCIETY 
The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Van Dyke Street entrance) Tuesday 
evening, January 22, at 8:15 P.M. 
PROGRAM 


Presentation of Cases. ' 

Gastroscopy and Optic Esophagoscopy, by Dr. J. 
Schloss, New England Medical Center. 

X-Ray Findings in Finer Lesions of the Stomach 
and Their Relationship to Gastroscopy, by Dr. Rich- 
ard Schatzki, Massachusetts General Hospital. 

MARSHALL N. Futon, M.D., Secretary. 


SUFFOLK DISTRICT MEDICAL SOCIETY 
AND BOSTON MEDICAL LIBRARY 
JOINT MEETING 

Wednesday, January 23, 1935, at 8:15 P.M., at the 

Boston Medical Library, 8 Fenway. 
PROGRAM 

“The Differential Diagnosis of Degenerative Arthri- 
tis.” Chester S. Keefer, M.D. 

“The Differential Diagnosis of Rheumatoid Arthri- 
tis.’ Walter Bauer, M.D. 


HAMPDEN DISTRICT MEDICAL SOCIETY 


The regular Winter meeting of the Society will be 
held in the rooms of the Springfield Academy of 
Medicine, 20 Maple Street, Springfield, on Tuesday, 
January 22, 1935, at 4 P.M. 

Dr. Roberts of the Lederle Laboratories of New 
York will show a Movie on Pneumonia. 

Paper of the afternoon. 

“The Treatment of General Paresis with Try- 
parsamide.” Dr. Samuel Epstein, Assistant in 
Therapeutic Research at the Boston Psychopathic 
Hospital. 

Discussion by Fellows. 

Supper at 6 P.M. at expense of Society. 

Hervey L. Smiru, M.D., Secretary-Treasurer. 


STATE HOSPITAL FOR MENTAL DISEASES, 
HOWARD, R. I. 


A Symposium on Infectious Mononucleosis will be 
presented by Drs. A. M. Burgess, C. A. Stuart, H. A. 
Lawson, and H. E. Wellman in the Reception Build- 
ing of this Hospital on Tuesday, January 22, 1935, 
at 8:15 P.M. 


SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, JANUARY 21, 1935 
Monday, January 21— 
*8:30 A.M. Dr. Christian. Lecture and clini¢é on 
Heart Disease. Peter Bent Brigham Hospital. 
8:15 P.M. Boston Medical History Club. Boston 
Medical Library, 8 Fenway. 


Tuesday, January 22— 

¢2:30-4 P.M. Ward visit, Massachusetts Eye and Ear 
Infirmary. 

+4-5 P.M. Seminar, Pediatric Laboratory, Massachu- 
setts General Hospital. 

6:30 P.M. New England Medical Society. Univer- 
sity Club, Boston. 

8:15 P.M. Harvard Medical Society. 
Brigham Hospital. 


Wednesday, January 23— 
6 P.M. Boston Council of Social Agencies and Bos- 
ton Health League. Boston Chamber of Commerce. 
*8:15 P.M. Suffolk District Medical Society and Bos- 
ton Medical Library. At the Boston Medical 
Library, 8 Fenway. 


Peter Bent 


Thursday, January 24— 
*12 M. Clinico-Pathological Conference. Massachu- 
setts General Hospital. 
712 M. Clinico-Pathological Conference. 
Hospital. 
*3:30 P.M. Medical clinic. Dr. Christian. Peter Bent 
Brigham Hospital. 


44:30 Re . Surgical clinic. Peter Bent Brigham Hos- 
pital. 


Children’s 


Friday, January 25— 


New England Roentgen Ray Society. Two-day ses- 
sion. See page 133. 


Saturday, January 26— 
New England Roentgen Ray Society. Two-day ses- 
sion. See page 133. 
*10-12. Medical Staff Rounds. Dr. Christian. Peter 
Bent Brigham Hospital. 


*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 


January 17—Clinical Meeting, Massachusetts General 
Hospital, will be held at 8:15 P.M. in the Moseley Memo- 
rial Building. 

January 17—Clover Hill Hospital will hold a medical 
meeting in the reception room of the Hospital, 161 Berke- 
ley Street, Lawrence, at 8:30 P.M. 

January 18—Massachusetts General Hespital, Clinical 
Meeting. See page 134. 


oor 21—Boston Medical History Club. See page 


January 22—State Hospital for Mental Diseases, Howard, 
R. I. A Symposium on Infectious Mononucleosis. See 
notice elsewhere on this page. 

January 22—Harvard Medical Society. See notice else- 
where on this page. 


OF ceed 22—New England Medical Society. See page 


Janua 23—Boston Council of Social Agencies and 
Boston Health League. See page 134. 

January 24—Clinic at the Peter Bent Brigham Hospital. 
See page 129. 

January 25 and 26—New England Roentgen Ray Society. 
See page 133. 

January 28—New England Heart Association. See 
page 134. 

February 8—William Harvey Society. Dr. Arthur M. 
Fishberg, New York City, will speak on “Peripheral Vas- 
cular Collapse.’’ 


MASSACHUSETTS DIETETIC ASSOCIATION 


Februa 12—Tuesday, 8 P.M. “Diabetic Children,” 
Dr. Priscilla White, Joslin Diabetic Unit. 

March 12—Tuesday, 8 P.M. “The Effect of Diet on 
Anemia,” Dr. Lewis Diamond, Instructor in Medicine, 
Harvard University Medical School, Associate Physician, 
Children’s Hospital. 


March 19—Tuesday, 2 P.M. Field Trip: Visit Store- 
house, First National Stores. 


April 9—Tuesday, 8 P.M. ‘Small Hospital Problems,” 
nag Margaret Copeland, Superintendent, Free Hospital 
er Women. 


March 11, 12, 13—Surgeons to meet in Jacksonville, 
Florida (Southeastern Surgical Congress). See page 83, 
issue of January 10. 


April 29 - May 3, 1935—The American College of Physi- 
cians will meet at Philadelphia. For information address 
Mr. E. R. Loveland, Executive Secretary, 133-135 South 
36th Street, Philadelphia, Pa. 

June, 1935—Medical Library Association will meet in 
Rochester, N. Y. For details address the Secretary: 
Miss Frances N. A. Whitman, Librarian, Harvard Uni- 
versity Schools of Medicine and Public Health, Boston, 
Mass. 
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DISTRICT MEDICAL SOCIETIES 
ESSEX NORTH DISTRICT MEDICAL SOCIETY 


The Annual Meeting will be held in May. Time, place 
and subject to be announced. 
E. S. BAGNALL, M.D., Secretary. 


FRANKLIN DISTRICT MEDICAL SOCIETY 
Meetings will be held on the second Tuesday of March 
and May at the Weldon Hotel, Greenfield, Mass. 


CHARLES MOLINE, M.D., Secretary. 
Sunderland. 


HAMPCEN DISTRICT MEDICAL SOCIETY 
January 22—See page 135. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 


March 13, 1935—Wakefield. 
May 8, 1935—Winchester. 

K. L. MACLACHLAN, M.D., Secretary. 
1 Bellevue Street, Melrose. 


NORFOLK DISTRICT MEDICAL SOCIETY 


January 29, 1935—Hotel Kenmore, 8 P.M. The Com- 
pression Treatment of Tuberculosis, Including Pneumo- 
thorax, Phrenicectomy and Thoracoplasty. Drs. Richard 
H. Overholt, N. R. Pillsbury and Hugh Hare. 

February 26, 1935—Hotel Kenmore, 8 P.M. The Use 
of Amniotic Fluid in Abdominal Surgery. Dr. Herbert L. 


Johnson. 
March 26, 1935—Fernald School for Feeble-Minded, 
Waverley. Details to be announced. 


May, 1935—Annual meeting. Date, time and place to be 
announced. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


January 17—See page 84, issue of January 10. 
March—Plymouth County Hospital. 
April—Lakeville Sanatorium. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


January 23, 1935—General Meeting in association with 
the Boston Medical Library. See page 135 

March 27, 1935—Clinical Meeting at the Boston Lying-In 
Hospital. 

i 24, 1935—Clinical Meeting at the Children’s Hos- 
pital. 


The medical profession is cordially invited to attend 
all of these meetings. 
ROBERT L. DeNORMANDIE;, M.D., President. 
GEORGE P. REYNOLDS, M.D., Secretary. 
T. HUTCHINS, M.D., Boston Medical 
rary. 


WORCESTER DISTRICT MEDICAL SOCIETY 


February 13, 1935—Wednesday evening. Worcester State 
Hospital, Woreester, Mass. 6:30 P.M.: Dinner. 7:30 P.M.: 
Scientific program and business 
of subjects and speakers to be presented at a later date. 
Dinner complimentary by the Hospital. 


March 13, 1935—Wednesday evening. The Memorial 
Hospital, Worcester, Mass. 6:30 P.M.: Buffet supper. 
7:30 P.M.: Scientific program and business session. An- 


nouncement of subjects and speakers to be presented 
at a later date. Buffet supper complimentary by the 
Hospital. 

April 10, 1935—Wednesday evening. Worcester Hahne- 
mann Hospital, Worcester, Mass. 6:30 P.M.: Dinner. 
7:30 P.M.: Scientific program and VA session. An- 
nouncement of subjects and speakers to be presented 
at a later date. Dinner complimentary by the Hospital. 


May 8, 1935—-Wednesday afternoon and evening. An- 
nual Meeting of the Worcester District Medical Society. 
The time and place of this meeting will be announced 


later. 
ERWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester. 


BOOK REVIEWS 


The Heart Visible. J. Polevski. 207 pp. 
delphia: F. A. Davis Company. $5.00. 
This book of two hundred and seven pages con- 

tains one hundred and twenty-two illustrations and 

drawings. It is well printed on excellent paper and 
the indexing and reference material are adequate. 


Phila- 


The author has presented his subject in a prac- 
tical manner. The usual methods of examining the 
heart and the data on which a diagnosis is based 
are fully discussed. Controversial subjects have 
been avoided, and the book is unusually free from 
errors and misstatements. 

On the whole it is the type of book that should 
be of value to students and physicians interested in 
the roentgenological examination of the heart and 
great vessels. 


The Rockefeller Foundation. Annual Report, 1933. 
477 pp. New York: The Rockefeller Founda- 
tion. 


The report of the Rockefeller Foundation for 1933 
is a vivid reminder of the far-flung activities of the 
Foundation and the many excellent projects which 
it supports wholly or in part. The report is divided 
into that of the International Health Division, cov- 
ering the work in yellow fever, malaria and other 
diseases, and public health education. Detailed ex- 
penditures are outlined covering the activities since 
their inception, a total expenditure of nearly 
$51,000,000. 

The report of the Division of Medica; Sciences re- 
ports on the continuation of its program of specific 
concentration in psychiatry and public health 
teaching. Medical education in China, the various 
research projects, fellowships and grants in aid of 
research are also handled in this division. 

In the division of natural sciences there is a very 
wide range of activity from research on the effects 
of radiation on living organisms to the maintenance 
of the Apia observatory in Samoa. 

The division of the social sciences covers train- 
ing in social sciences, economic planning and con- 
trol, schools of social work and cultural anthro- 
pology. 

A number of emergency grants have been made 
during the year for specific studies, such as those 
on the effect of sales taxes and studies of the Cal- 
ifornia barter groups. 

The Division of Humanities supported work 
through various university research funds, fellow- 
ships and international cultural relations among 
other activities. 

The treasurer reports a balance December 31, 
1933 of $153,578,785.59. 


Hygiene for Freshmen. Alfred Worcester. 151 pp. 


Illinois: Charles C Thomas. $1.50. 


This little book is made up of twelve chapters, 
including the introductory chapter. The subjects of 
biology, the circulation, glands, nutrition, diges- 
tion, muscles, nerves, mental hygiene, reproduction, 
disease prevention, and immunity, are discussed in 
what is at once a pleasant and serious manner, 
without much attention to detail. The book is cast 
for young students who have had little previous in- 
troduction to the subject matter. From this point 
of view it covers important ground. 


